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[The work, on which this paper was based, was performed in the 
Rotunda Hospital. I am indebted to the Master, Dr. Henry Jellett, for 
permission to report it, and to make use of the hospital records. For Case 1 
I am indebted to the late Master, Dr. Hastings Tweedy.] 


THE good effects of the administration of bacterial vaccines were first 
observed in the case of localized infections. It was held, until 
experience proved the contrary, that vaccine therapy was inapplicable 
in generalized infections. In puerperal septic conditions one can 
rarely be sure that the infection is strictly localized, and therefore 
the application of vaccine treatment came somewhat later in obstetric 
than in surgical practice. When experience proved, however, that 
in surgical affections, even the most acute processes were amenable 
to vaccine treatment, the application to obstetrics could be no longer 
delayed. 

In 1908, Jewett! recorded seven cases of puerperal infection = 
treated by vaccines, of which five recovered. Six were streptococcal 
infections, and one staphylococcal. In the same year Crowe and 
Wynn ? reported a case of mixed streptococcal and B. coli infection 
apparently cured by one inoculation of 10,000,000 streptococci and 
70,000,000 bacilli coli. 

Since that time reports have become more frequent. Wilson ° 
reported one doubtful case in 1909. 

Cuthbert Lockyer * used small doses of streptococci (one-tenth to 
half a million cocci), with good results in four cases. In each case 
he preceded the administration of the vaccine by giving serum. 

Oastler 5 reported good results in two cases. In one, a case of 
apparently hopeless pyeemia, the vaccine was used as a last resort, 


* A paper read before the Section of Obstetrics, Royal Academy of 
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and its administration was followed by immediate improvement. 
The infection was mixed, streptococcus and staphylococcus albus both 
being present. In administering streptococci he employed doses of 
40,000,000 to 80,000,000, given every fourth day. 

Hartwell, Street and Green ® treated 18 cases, employing in most 
cases autogenous vaccines, with recoveries in every case. In at least 
two of these the infection was general, as in one the streptococcus, 
and in another the staphylococcus aureus was recovered from the 
blood. 

Hale White and Eyre,’ in a series of cases of vaccine treatment in 
general medicine, included three cases of puerperal infection. The 
first case was one of general septicemia and septic pneumonia. The 
infection was of pnewmococcus and B. colt. Improvement, immediate 
and remarkable, ensued on the administration of pneumococcal 
vaccine, and recovery followed, although when the treatment began, 
the patient appeared to be dying. The second case was also of mixed 
infection—B. coli and staphylococcus aureus. Acute nephritis had 
occurred, but vaccines gave a marked response and recovery ensued. 
In the third case, one of septicemia with large numbers of strepto- 
cocci in the blood, there was considerable improvement for a time, 
but septic pneumonia developed, ending fatally. 

Polak ® found vaccine treatment useful in subacute cases. 

Williams, Cragin and Moore,® in 1910, discussed vaccine treatment 
in puerperal cases on theoretic grounds, and without any personal 
experience. They remarked that localized infections tended to 
spontaneous cure and that therefore the use of vaccines was limited 
to acute generalized infections, where, they concluded, they appeared 
to be of little value, but did no harm. 

Schwarz,!° proceeding on theoretical and experimental grounds, 
but without personal experience, came to conclusions adverse to 
vaccine treatment. In localized streptococcal infections, he says, 
vaccines are unnecessary ; in partly localized they are dangerous, and 
in acute infections they are contraindicated. 

Cushing 1! included 7 cases of puerperal infection in a series of 
various cases treated by vaccines. All seven patients recovered, of 
whom he believed that three would have died were it not for the 
vaccines, 

Walters and Eaton !2 treated 50 cases, with 41 recoveries. Of the 
nine fatal cases, seven were moribund at the time of treatment, and in 


the other two death followed on surgical interference. Even in the 


hopeless cases the injections were followed by temporary improve- 
ment, and in no case was any ill effect observed to follow the 
injections. 

Polak 13 has recently published an impressive series of cases of 
pelvic infections, many of them of puerperal origin. His experience 
included 31 cases of streptococcal metritis, 12 of staphylococcal 
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bacterizmia, 28 of streptococcal bacterizeemia, 37 of thrombo-phlebitis 
of the pelvic or femoral veins, 13 of infected pelvic hematocele, 16 of 
acute streptococcal salpingitis with peritonitis, 15 of acute gangrenous 
appendicitis with peritonitis, 48 of pyelitis, 11 of pelvic cellulitis, 
15 of pelvic abscess, and 2 of mastitis. He obtained the best results 
with so-called “ polyvalent” vaccines. He relies on a leucocyte 
count to decide the dose and to time the injection, a rising leucocyte 
count being regarded as a sign of a positive phase of immunity. Of 
his 31 cases of streptococcal metritis, three died of peritonitis; all had 
showed a leucocytic increase. Of twelve cases of staphylococcal 
bacteriemia, 11 recovered under vaccine treatment alone. The 
patient who died had suffered from intense anemia prior to infection. 
Of the 28 cases of general streptococcal infection, six died. All were 
in advanced sepsis before treatment began. It was, however, in the 
treatment of thrombo-phlebitis that Polak claimed to get his most 
striking results. Inoculation with polyvalent vaccines was followed 
by an immediate settling of the temperature and the prompt recovery 
of the patient. 

So far most of the records have been of American experience. It 
is, indeed, remarkable that not a single obstetrician took part in the 
general discussion on Vaccine Therapy at the Royal Society of 
Medicine of London in May and June 1910, and the only references 
made to the use of vaccines in puerperal cases were made by Hale 
White 14 and Kyre.}5 

Within the past few months, however, an important report by 
Western 1 has appeared from the Inoculation Department of the 
London Hospital. He gives full details of 100 cases of puerperal 
sepsis, of which 56 were treated by vaccines. The patients were 
those admitted to the puerperal septicemia ward at the London 
Hospital after confinement in their own homes. Only grave cases are 
removed to hospital. In this series we may therefore assume that we 
are dealing with serious forms of sepsis. This is confirmed by the 
fact that the number of deaths was 43, and that in 39 cases bacterial 
cultures made from the blood gave positive results. Comparing the 
series of cases treated by vaccines with those not so treated the 
following results were obtained :—Of the 56 cases treated, 18, or 
32 per cent., died; of the 44 cases untreated, 24, or 55 per cent., died. 
Western admits that the two series are not strictly comparable, since 
in the untreated cases were included, on the one hand, a few 
moribund cases, and, on the other, several cases so mild that vaccine 
treatment was not thought necessary. The bias was, however, he 
thinks, in the direction of lowering the mortality amongst the un- 
inoculated owing to the excess of mild cases. Taking, however, for 
comparison only, the cases in each series in which bacteriological 
evidence of a blood infection was forthcoming, we find as great a 
contrast. Of 27 inoculated cases, 14, or 52 per cent., died; of 16 
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untreated, 14, or 87'5 per cent., died. Of the series of 16 cases treated 
by vaccines, the infection was streptococcal in 36, and staphylococcal 
in one; in one of the streptococcal cases, B. coli were also found; in 
the remaining 19 no organism was found. Western employed auto- 
genous vaccines in every case where possible—about two-thirds. In 
several cases he noticed that cases which showed no improvement 
after several injections of a stock vaccine, responded at once to 
injection of an autogenous vaccine. He omits to mention his doses 
or the intervals between inoculations. 

Having given these references to previous work on the subject I 
proceed to the consideration of our experience at the Rotunda 
Hospital. I make no reference to any cases occurring in the extern 
maternity or in private practice for which I have prepared vaccines. 
I have seldom myself seen such patients, and I have not sufficient 
particulars concerning them to make reference to them of value. 

In May 1910, at the suggestion of Dr. Tweedy, Master of the 
Hospital, a vaccine was administered to a patient (M.A.C.) (see 
Chart I), who had an irregular and fluctuating temperature and pulse 
rate from the fourth day. On the 17th day, streptococci having been 
found in the lochia, she received five million of a stock vaccine of 
streptococci. The pulse and temperature thereafter became and 
remained normal. The result was so encouraging that we began to 
employ vaccine treatment in other cases, and for the last eighteen 
months or more almost every septic case in the maternity wards has 
been thus treated. In no instance, however, has the use of vaccines 
been considered a reason for omitting the employment of any other 
treatment thought advisable. 

The entire number of patients inoculated is 54. A bacteriological 
diagnosis, however, was only made in 39. In the remainder vaccines 
were used more or less on chance, and detailed reference to them is 
useless, 

It is first necessary to describe our method of making a bacterio- 
logical diagnosis. The method is that devised by Déderlein—namely, 
the introduction to the uterus with the aid of a speculum, of a bent 
sterile glass tube. Suction is then applied by a syringe. The tube 
is withdrawn, sealed and sent to the laboratory. An examination by 
smears is first made, and, if either streptococci or staphylococci are 
detected, the case is treated as one of streptococcal or staphylococcal 
infection. Cultures are made to confirm or supplement the diagnosis. 
In some few cases organisms are found in culture, but not in smear. 
In a large number of cases only diplococci were found in the smear. 
This is very confusing, as these may be either true diplococci, 
streptococci, or staphylococci. The fact that both these latter 
organisms can disguise themselves as diplococci is a great hindrance 
to a rapid diagnosis. No case of any other infection than streptococci 
or staphylococci occurred which required vaccine treatment. The great 
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majority of cases in which bacilli of any sort are found are cases of 
mild sapremia which disappears rapidly after uterine douching. 

The vaccines employed were, in the first few cases, Messrs, Allen 
and Hanbury’s stock vaccines. In five cases autogenous vaccines 
were employed. In the others, one or other of the vaccines previously 
made as autogenous were employed as stock vaccines. With the 
exception, therefore, of a few of the earliest cases, all the vaccines 
employed had been obtained from puerperal infections in the hospital. 
The vaccines are made from fresh (about 24 hours) cultures, and are 
sterilized by the addition of 1 per cent. lysol in normal saline 
solution. 

As soon as a bacteriological diagnosis is made a dose of vaccine is 
administered. Indeed, in many of our more recent cases we have 
given a dose of vaccine on chance while waiting for the diagnosis. 
In judging of the effects of the inoculation we pay particular regard 
to the temperature and pulse, without, of course, neglecting attention 
to other symptoms. In many cases the temperature falls two or three 
degrees within twelve to twenty-four hours of the inoculation, and 
the fall in temperature is accompanied by a fall in the pulse-rate. 
At the same time, any other symptoms of sepsis that may be present 
tend to diminish. If such a result follows inoculation, the vaccine 
used is regarded as effective, and its use is continued. On the other 
hand, if no such result is observed a special vaccine is made, if 
material be available. The second dose is given 48 hours after the 
first, and inoculation is repeated at similar intervals until one dose 
has been given subsequent to the temperature and pulse becoming 
normal, The treatment, however, should never become a matter 
of routine. One must be guided both as to timing and dose by 
careful observation of the chart and of the symptoms of the patient. 

The discovery of a suitable dose was with us a matter of experi- 
ence. In the earlier cases, while still regarding the treatment as 
tentative, I was anxious to avoid giving a dose which could do any 
harm. An initial dose of 2} million cocci in streptococcal cases was 
therefore adopted. For several months this was our usual dose. 
In some cases, however, where we found little or no effect of such 
small doses (e.g., Cases 23, 25; see Figs. 5, 6), an increased dose gave 
at once a marked effect. As we never saw a bad result of the inocula- 
tions a dose of five millions was thereafter adopted as the usual 
initial dose. In a few cases we have used doses as high as 7} or 10 
million cocci. 

In staphylococcal infections a larger dose can be used with 
impunity. The initial dose is usually 20—25 million cocci, and in a 
few cases we have gone as high as 50 million, 

The injections are given in the arm or forearm under the skin 
with an ordinary hypodermic needle, carefully sterilized. The local 
reaction is of the slightest. A circumscribed flush may appear in a 
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few hours, with sometimes a slight swelling, both of which disappear 
a few hours later. With the small doses which we use no noticeable 
general reaction in the direction of a negative phase is discovered. 
Any distinct rise of temperature or feeling of malaise consequent on 
an injection is a sign that the dose has been excessive. 

In attempting to judge of the results of vaccine treatment one 
cannot gain much help from statistical methods. Puerperal infection 
varies much in severity, and it is impossible to compare one series of 
cases with another unless each series is greater than could be reported 
without waiting many years. In the series I bring forward we had 
several very severe cases, we had several others which had all the 
appearance of becoming grave, and we had a large number of 
moderate and mild cases. Apart from clinical observation, a study of 
the individual chart is, I think, the only method by which we can 
form any definite opinions. It is perhaps better to discuss the 
streptococcal and staphylococcal cases separately. 

Thirty-one cases of streptococcal infection were treated. The 
number of inoculations varied from one to nine, the average being 
3°3. In the cases where the number of inoculations exceeded the 
average, there was frequently some special cause tending to keep the 
temperature above normal; e.g., in one case phthisis, in another 
bronchitis, in another tuberculous kidney, in others phlebitis, due 
probably to a different organism. Death occurred in three cases. 
Of these, one (No. 8, M.K.) died of septic peritonitis, the result of 
gangrenous appendicitis. ‘The patient received only one inoculation, 
and she was moribund at the time. No. 12 (J.F.) had advanced 
phthisis; she was treated with streptococcal vaccine only, but she had 
a double infection of streptococcus and staphylococcus aureus. 
No, 37 (K.K.) had also a double infection, complicated by influenza. 
An autogenous vaccine caused marked improvement in her condition. 
She was apparently dying when she got the first dose, but she 
improved, and lived for nearly a fortnight. The autogenous vaccine 
ran out, and she immediately sank, and died before another could be 
prepared. At the autopsy an abscess of the lung was found. 

In the series of streptococcal cases one thing at any rate is certain, 
that no harm resulted from the inoculations. This is of interest in 
view of some of the opinions I have quoted, that the application of 
vaccine therapy to cases of acute infection could not fail to be 
harmful. In a fair number of cases it was possible to say that the 
effect of inoculation was definitely good. In Case 1, e.g., already 
quoted (see Fig, 1), the effect was almost dramatic. In the 
majority of cases distinct amelioration followed each injection. In 
other cases we are justified in assuming that the inoculation tended 
to prevent the development of the infection to a dangerous degree. 
The history of Case 25 (M.L.), when compared with that of a 
patient (N.K.) ill at the same time, is highly instructive. The 
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two patients were delivered the same day, and attended by the same 
nurse. On the third day each had a rigor, and the temperature went 
up several degrees. In Case 25, streptococci were found in the lochia, 
and a vaccine was given. The condition of the patient improved, 
and on increasing the dose of vaccine from 2} to 5 million, tempera- 
ture and pulse became and remained normal. In the case of N.K., 
however, repeated examinations of the lochia were negative. It was 
assumed that the infection in the two cases was the same, and N.K. 
also was treated with a streptococcal vaccine. There was no effect. 
The temperature remained steadily high (103}°F. to 105°F.), the 
pulse-rate increased to over 160 per minute; the patient was elated 
and sleepless, and died on the fourth day of her illness. On the day 
of her death cultures were made from her blood, and the discovery 
came too late that the infection was of staphylococcus aureus. Post 
mortem, the blood and serous fluids gave pure cultures of the same 
organism. The contrast between the two cases cannot but suggest the 
view that had a bacteriological diagnosis been attained in the second 
case as in the first a satisfactory result might have followed. 

The staphylococcal cases were eight in number. The number of 
inoculations varied from one to six. One patient died of pyemia, 
the result of thrombosis of the ovarian veins. In two, Ipelvic 
abscesses developed, and in another a small abscess of the breast. 
I do not think that this occurrence of suppuration had any causal 
relation to the inoculations. In one case of pelvic abscess only one 
injection had been given, and suppuration occurred also in untreated 
cases. I cannot, however, claim, as does Polak, that the effects in 
cases of phlebitis were especially good. 

In fifteen cases where no bacteriological diagnosis was made 
vaccines of one or other organism were empirically given. In some 
of them the vaccines seemed to produce an effect, but I would 
prefer not to base any conclusions thereon. One case (K.McW.) 
from among these presents some features of interest, Forceps 
had been used on account of foetal distress. The same evening 
the temperature rose to 101°8°F., and the pulse to 100. The 
second evening the temperature was 103°2°F., and the pulse 100. 
The uterus was cleared of a quantity of blood-clot, and a douche 
given. Bacteriological examination was negative. Douches were 
given each evening, and on the fourth day a streptococcal vaccine was 
administered. The temperature and pulse remained as before. Two 
days later a staphylococcal vaccine was administered, and the 
temperature and pulse thenceforward showed a gradual decline. 
The dose was repeated twice with entirely satisfactory results. 

The question may be asked, how far had the other treatment 
adopted a part in the results obtained? Doubtless it had a very 
considerable part. As long as retained membranes or infected 
decidua remain in the uterus as a nidus for organisms one cannot 
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hope to secure immunity by inoculation. Douching also must remove » 
some of the infective material, though it has the disadvantage that it 
confuses dosage by producing a variable and therefore incalculable 
amount of auto-inoculation. The combination of anti-streptococcus 
serum with streptococcal vaccine, to judge from the few cases where 
it was given, is of marked benefit (see Figs. 7 and 8). The tempera- 
ture and pulse came down more rapidly, and showed less subsequent 
fluctuation. 

Looking at the series of cases as a whole, and comparing the 
results with those in untreated cases, one must form a high opinion 
of the use of vaccines. That better results were not obtained is due, 
first, to our inexperience; and, secondly, to the great difficulty in 
many cases of making an early bacteriological diagnosis. With the 
improved methods which must result from a wider experience, I am 
sure we may expect to see fewer failures. 

For the present, I am content to make the following conclusions : 

1. Vaccines, given in small doses, do no harm in puerperal sepsis. 

2. In the great majority of cases they do good. 

3. In many cases they produce immediate and remarkable 
improvement. 

4. Autogenous are more trustworthy than stock vaccines, and 
sometimes succeed rapidly where the latter fail. 

5. Anti-streptococcus serum given simultaneously increases the 
effect of streptococcal vaccine, : 

6. To get the best results accurate bacteriological diagnosis is 
necessary. 
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Fig. 1. M.A.C. (No, 1). Fourteen days morbid. Temperature 
and pulse remained normal after one injection of 5,000,000. strepto- 
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Fig. 2. M.M. (No. 18). Reaction after each injection, 
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Fig. 5. M.C. (No. 25). Insufticient effect of doses of 2,500,000 
streptococci. Immediate result of increasing dose to 5,000,000, 
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Vig. 6. M.L. (No. 25). Effect of increasing dose from 2,500,000 S 
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Vig. 7. (No. 30). Increased action of vaccine when 
combined with serum. 
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Fig. 8. KE.A. (No. 2). Increased action of vaccine when 
combined with serum. 
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TABLE I. 
STREPTOCOCCAL INFECTIONS. 31 CASES. 
Day of 
Case onset Vaccine tions Other treatment Result Remarks 
1,M.A.C. 4th A.andH. 2 ~ Exploration; Recovered Vaccine not used till 17th 
douching day of infection—im- 
mediate recovery. See 
Fig. 1 
2. ELA. 4th do. 3 Membranes Recovered Drop in temperature and 
removed ; douch- pulse specially marked 
ing, anti- after combined dose of 
streptococcic serum and vaccine. See 
serum Fig. 8 
3. MJ.F. 5th do 2 Douching _Recovered See Fig. 3 
4. A.B. 7th do. 1 do. Recovered 
7.M.McB. 3rd <A.andH.; 1 Douching; Recovered 
Autogenous 6 anti-streptococcic 
serum 
8.M.K. Before A.andH. 1 Douching ; Died Gangrenous appendicitis 
de- laparotomy at time of admission ; 
livery peritonitis ; moribund 


when vaccine was given 
9. M.A.B. 6th <A.andH. 2 Douching Recovered Phthisis 
12. J.F. 2nd Rotunda 4 do. Died Advanced phthisis; a 
mixed infection of 
streptococcusand staphy- 
lococcus aureus; pul- 
monary embolus 


13. K.S. lst do. ; Membranes Recovered 
Autogenous 4 removed ; 
douching 


14.K.M. 4th Rotunda 1 Douching; Recovered 
15. N.O’B. Ist do. 4 douching;; treat- Recovered Puerperal ulcerdeveloped 


ment of ulcer 
16.M.R. 7th do. Douching Recovered 


2 
17. E.P. 4th do. ; 1 do. Recovered Heterogenous vaccine had 
2 


Autogenous no effect. Autogenous 
followed by fall of 
temperature 

18.M.M. 2nd A.,andH. 3 do. Recovered Incision of Cervix and 


Episiotomy with fail- 
ure to unite. Morbid for 
eleven days before vac- 
cine was given. Speedy 
recovery. See Fig. 2 
19.M.M. 3rd Rotunda 4 Membranes Recovered White leg developed, 


removed ; with a protracted high 
douching temperature. Probably 
a mixed infection 

20. C.L. 3rd do. 1 Douching Recovered 

21.M.M. 2nd do. 2 do. Recovered 

23.M.C. 3rd do. 4 Membranes Recovered 3 injections of 2% mil. 
removed ; had slight effect; on 
douching doubling the dose tem- 


perature fell to normal 
within 12 hours and re- 
mained so. See Fig. 5 
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TABLE I.—continued. 
STREPTOCOCCAL INFECTIONS. 31 CASES. 


No. of 
Day of Injec- 
Case onset Vaccine tions Other treatment Result Remarks 


25.M.L. 2nd do. 4 Douching _—_Recovered Injection of 2% mil, had 
slight effect ; on 
doubling the dose tem- i 
perature and pulse fell 
immediately. See Fig. 6 
do. Recovered 
Membranes Recovered 
removed ; 
douching 
Douching Recovered 
do. Recovered 
do. ; Recovered Puerperal ulcer; insanity. 
treatment of See Fig. 7 
ulcer ; anti- 
streptococcic 
serum 
31.M.B. = 3rd do. 1 Membranes Recovered Temperature and pulse 
removed ; irregular in spite of 
douching douching until inocula- 
tion 
34. G.B. 5th do. 8 Douching Recovered Hydramnios — internal 
version. Phlebitis de- 


6.M.E. 3rd do. 
7.E.D’A. 3rd do. 


28.M.G. 3rd do. 
29. B.C. 3rd do. 
30. K.R. 3rd do. 


bo po to 


veloped 15th day 


35. J.M. 3rd do. ; 5 Membranes Recovered Developed bronchitis 
Rot. st.aur. 2 removed ; 
douching 
36. B.D. 2nd Rotunda: 5 Douching Sent to Contracted pelvis—in- 
Rot. st.aur. 2 general ternal version. Tuber- 


hospital culous kidney removed 
by Mr. A. Ball. Vac- 
cines had no effect 


37. K.K. 5th Rotunda; 3 Do. ; Died Influenza as complication. 
Rot. st.aur.; 2 treatment of Auto-vaccine caused 

Autogenous lungs considerable improve- 

str. 6 ment, though patient 


was moribund when 
first inoculation was 
given. She lived for ten 
days, with signs of se- 
vere pulmonary trouble. 
The auto-vaccine was 
exhausted, and she died 
before another was 
ready. P.M. Abscess 
of lung; mixed str. and 
st, aur. 


3rd Rotunda Douching Recovered 
G 


3 
2nd do.; 4 Recovered 
Rot. st. aur. 1 
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TABLE II. 


STAPHYLOCOCCAL INFECTIONS. 8 CASES. 


Day of 
onset 


5th 


Ist 


4th 
3rd 


lst 


4th 


3rd 


2nd 


No. of 


injec- 
Vaccine tions 


Other treatment 


Result Remarks 


A,and H. 3 Douching; wash- Recovered White leg developed and 


do. 
strepto.; 1 
A, and H. 
st. aur. 4 
A. and H. 1 
do. 2 


do. ; 3 
Autogenous 2 
Rotunda 1 
do. 6 

do. ; 1 


Rotunda str. 1 


ing abscess 


Douching; anti- 
streptococcic 
serum 


Douching 
Membranes 
removed ; 
douching 
Douching 


do. 
do. 


Membranes 
removed ; 
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Adenocarcinoma Complicating Myomata of the Uterus 
in Twin Sisters.* 


By Sir J. Hatiipay Croom. 


I pestre to put on record the two following cases, presenting, as 
they do, several interesting features. The similarity of the two 
cases is more than mere coincidence. I have followed both cases 
with care for many years : — 

Barbara and Georgina Myers were twins, born in 1858, and were 
so much alike that their mother could scarcely distinguish them. 
Menstruation began on the same day when they were thirteen, and 
went on normally till they were thirty, when they both began to have 
very profuse periods. They both came under my charge in the year 
1894, 

Barbara, afterwards Mrs. Frazer, was brought to my care in 
St. Luke’s Gyncecological Home, for constant hemorrhage. A sub- 
mucous fibroid was diagnosed, and the case treated, as was common 
then, by Apostoli’s method, with the result that the submucous fibroid 
became pedunculated, and was expelled spontaneously into the 
vagina. But, unlike the usual result in such cases where bleeding 
usually ceases at once, she continued to have very profuse periods. 

She was afterwards sent to my charge at the Royal Infirmary by 
Dr, Campbell, of Dundee. She was 37 years of age, and was sterile. 
She had been married for seven years, and for five years had been a 
widow. She had slight premenstrual dysmenorrhea, and well- 
marked severe pain on the second day. Her uterine dysmenorrhea 
was acute, so much so that she had attacks of fainting at each 
menstrual period, produced partly by the dysmenorrhea and partly 
by the menorrhagia. On examination I found a large, hard, solid 
mass, filling up the pouch of Douglas, and intimately associated with 
the uterus, which was enlarged to 3} inches, body and cervix both 
being pushed up above the pubes. The alternative diagnosis was a 
solid sessile ovarian or a fibroid tumour. I opened the abdomen 
really expecting to find a solid ovarian, but found a fibroid adherent 


to the posterior wall of the uterus and jammed in the pouch of 
Douglas. 


* Read at the Edinburgh Obstetrical Society. 
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In these days before the perfecting of hysterectomy, I was 
impressed with Lawson Tait’s treatment of fibroids by removing the 
ovaries. I succeeded in removing one, but unfortunately could not 
move the other it was so firmly adherent to the enlarged uterine wall. 
This was always, to my mind, one of the unsatisfactory things about 
removing the ovaries, that, owing to the splitting of the broad 
ligament, it was sometimes impossible to remove both of them; and, 
of course, the removal of one was of no value whatever. The ovary 
which was removed was cystic, and there was, as there often is in the 
tubes associated with fibroids, a well-marked hydrosalpinx, which no 
doubt was the cause of her premenstrual pain and discomfort. The 
ovary which was irremovable was small and atrophic. 

After the operation her periods, though still profuse, were dis- 
tinctly less, and from that time till she was 50 she was able to go on 
with her housekeeping, with occasional visits to the hospital for a 
month, where she was treated for anemia. At 50 she had an 
uneventful menopause, and for four years after that she was, to use 
her own expression, “ a new woman,” till, in November 1911, she had 
some pain in the back and occasional discharge of blood-stained fluid. 
The pain and discharge increased, and on April 5 she was admitted 
to the Royal Infirmary, under the care of Dr. Haig Ferguson. He 
curetted the uterus and got a rapid report on the scrapings, which 
showed adenocarcinoma of the most typical kind. 

The following is the report :—“The uterus, which was removed by 
abdominal panhysterectomy, is enlarged to about the size of a small 
cocoanut. It is uniformly increased in size; the surface is smooth. 
On section the enlargement is seen to be due to a number of fibroids, 
varying greatly in size. The majority of these are submucous and 
are confined to the body of the uterus. One or two are interstitial. 
One of the large fibroid masses towards the upper part of the uterus is 
softened and has undergone a yellowish change. 

The mucous membrane in places has been removed (by the 
curettage). In other places, especially towards the fundus, it is still 
present. Here it is thickened and ragged and ulcerating. 

Microscopically. There is a marked round-celled infiltration of 
several of the submucous fibroids examined. This is especially 
marked in the degenerating fibroid, and here there is commencing 
necrosis. The uterine wall is likewise engorged and infiltrated with 
round cells. 

The mucous membrane, where retained, exhibits all the appear- 
ances of a glandular carcinoma. There is a considerable spread of 
this into the adjacent uterine and fibroid tissue (see microphoto- 
graphs). 

Georgina Myers, aged 40, was admitted to the Royal Infirmary 
complaining of hemorrhage, which, like her sister’s, had begun when 
she was 30, and had gone on steadily ever since. Menstruation was 
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very profuse, lasting quite a fortnight, with considerable inter- 
menstrual hemorrhage as well. On examination she was found to 
have a nodular fibroid tumour extending up midway between the 
pubes and umbilicus. She likewise underwent the operation of 
abdominal section, and I removed both her ovaries. The broad 
ligaments on either side were very much stretched, and the ovaries 
were with difficulty raised and removed. She made an excellent 
recovery, and shortly afterwards married, and went to Singapore. 
In spite of the double éophorectomy, the periods went on regu- 
larly and somewhat profusely till she was 50 years of age, and 
then she, like her sister, had an uneventful menopause. ‘Three or 
four years afterwards, having then returned to Glasgow, she 
developed acute pain in the back, with some blood-stained discharge. 
She was sent to Dr. Monro’s care in the Royal Infirmary, Glasgow. 
Dr. Monro found her “very anemic, the feet were cedematous. 
There was a well-marked systolic murmur in the pulmonary area. 
The red blood corpuscles numbered 3,850,000, and the white 
corpuscles 8,600. The hemoglobin was 30 per cent.” She was 
examined by Dr. McBryde, Gynecologist to the Glasgow Infirmary, 
who pronounced her to be suffering from a group of fibroids forming 
a tumour reaching, as it did when under my care, midway between 
the umbilicus and the pubes, 

Hysterectomy was of course the obvious treatment, but this could 
not be carried out on account of the patient’s exhausted condition, 
and she died in the Royal Infirmary, Glasgow, on October 10 1910. 
I am not in possession of the specimen, but I am indebted to 
Dr. Monro for information with regard to the post mortem examina- 
tion—namely, that the uterus was the seat of a group of fibroids, one 
of which was sloughing. The microscopic examination showed that 
the uterus was the seat of well-marked adenocarcinoma of the body, 
and that one fibroid was secondarily affected. There was also 
secondary involvement of the prevertebral glands, 

These two cases show many points of interest which do not seem 
to me to be simply coincidences. It is interesting to note that these 
two women were evidently uniovular twins, and therefore patho- 
logical ; that they must have been so is borne out by their sex and by 
the peculiar likeness to each other, both physiologically and patho- 
logically. Menstruation began in both cases when they were 13, and 
on the same day. They went on normally till they were 30, when 
both began to have very profuse periods. In both the menopause 
occurred at the same time—50,—and in both was uneventful, and 
was followed three years subsequently by hemorrhage and discharge, 
which proved to be due to adenocarcinoma of the body of the uterus. 

These cases show the stages during the last three decades through 
which the treatment of fibroids has passed—namely electricity, and 
the removal of the ovaries. No two cases could show better the 
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valueless treatment of removing the ovaries; in the first case the 
difficulty of removing both, and in the second, even when they were 
removed, it had little effect upon the tumours themselves. It is 
remarkable that both these women, with well-marked fibroids, showed 
by post mortem examination, the development after the menopause, 
of adenocarcinoma of the body of the uterus, which secondarily 
affected the tumours themselves. The association of adenocarcinoma 
with myomata is not very common, although it is well enough 
recognized. It occurs in about 1°7 per cent. cases. It is in but very 
rare instances, however, that the myomata are infected by the 
epithelial growth. As Cullen points out, the probable explanation is 
the density of the myomata and the softness of the uterine muscles. 
In Cullen’s group of cases he found only two in which the myomata 
were infected by the epithelial growth. 

During my 16 years’ work at the hospital I met with only a single 
case of adenocarcinoma of the body of the uterus complicating 
fibroids. But I met with one well-marked case where there was 
malignant disease of the cervix, and a group of small interstitial 
myomata of the body of the uterus. During these years I only once 
met with malignant degeneration of fibroids and it was sarcomatous. 
In the sarcomatous degeneration there is a sudden increase in the 
size of the tumour, and a rapid extension of the disease to surround- 
ing tissues and structure, and the unstriped muscle cells are converted 
into spindle-shaped sarcoma cells. Of course the fact must be kept 
in mind that during these years the mortality from hysterectomy was 
considerable, and it had not reached the perfection that it has now 
attained. Deaths direct from fibroids were as rare then as they are 
now, and therefore opportunities for examining a myomatous uterus 
were not so frequent. 

Primary carcinoma of the body of the uterus is almost invariably 
associated with sterility, and where fibroids were present in addition, they 
make it still further preventive of impregnation. Adenocarcinoma 
associated with myomata occurs between the ages of 50 and 60 most 
commonly, 

The diagnosis of adenocarcinoma complicating a fibroid or a 
group of fibroids, is by no means easy. I should say that the 
recrudescence of a fibroid after the menopause, or the recurrence of 
hemorrhage or discharge, is very suspicious. The preliminary use 
of the curette will generally overcome the difficulty, as was carried 
out in the first case. But the curette cannot always be depended 
upon, as the uterus is often so distorted that a curette will not pass 
into the fundus, and therefore it is only after the uterus has been 
removed by hysterectomy that the condition is recognized. With a 
practical gynecologist it will be a question of whether total 
hysterectomy is not to be preferred to supravaginal hysterectomy. 

These two cases also abundantly prove the contention of gyne- 
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cologists at the present time, that when a fibroid is recognized the 
sooner it is entirely removed the better. Although malignant 
degeneration of a fibroid has, as I have said, been comparatively rare 
in my experience, yet there are many other degenerations to which a 
fibroid is liable—most of which I have met with—and the mere fact 
that the myomatous uterus is occasionally the seat of adenocarcinoma 
gives additional weight to the advice, which many were unwilling at 
first to receive, that the sooner fibroids are removed the better. 
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The Cause and Treatment of Procidentia Uteri as it 
occurs in the Parous Woman. 


A SHORT CRITICISM. 
By Henry M.D., F.R.C.P.I. 


Ir I was to follow a recent example I should begin this brief 
criticism by stating that it applies to a paper published by a well- 
known obstetrician in the Journal of Obstetrics and Gynecology for 
March last, and that I cannot mention his name as I think it is best 
left out. 

The paper begins with a general iconoclastic review of all that one 
has held most important regarding the anatomy of the uterus. It 
goes on to state the different procedures which have been enumerated 
by different operators for the cure of prolapse; and it especially 
fastens on one procedure the description of which it attributes to an 
anonymous operator, and which it states, in nicely-worded sentences, 
to be a base imitation. It ends with a description of the operation 
which has been so basely copied and which the author describes as 
being the best operation for the cure of prolapse. 

Having so far kept out all names of authors or of operations, 
perhaps I may now mention both, with advantage to those who would 
like to know what I am writing about. 

At the meeting of the Obstetrical Section of the Royal Academy 
of Medicine in Ireland held on March 15 last, Dr. Hastings Tweedy 
read a paper bearing the title which appears above this article. In it 
he stated that an operation which I described in the last edition of 
my Short Practice of Gynecology, published in 1908, and which I 
recently again described in more detail in the Journal of Surgery, 
Gynecology and Obstetrics for August 1911, for the shortening of 
the utero-sacral ligaments, was not an original operation because I 
did not shorten the utero-sacral ligaments, but rather Mackenrodt’s 
ligaments, and that I could not help doing so as the two were 
identical. He further stated that the shortening of the Mackenrodt’s 
ligaments as a cure for prolapse had been already described by 
Alexandroff, and that he (Tweedy) had called attention in 1905 to its 
value. He did not add, as he might have done, that since then the 
operation was frequently styled Tweedy’s operation, a mistake which 
probably arose in consequence of the omission of Alexandroff’s name 
in Dr. Tweedy’s original paper. He ended his paper by calling 
attention to the extreme value of Alexandroff’s operation as a cure for 
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prolapse, and a statement that he considered my operation was an 
effective method of shortening Mackenrodt’s ligaments ! 

At the time I replied very fully to Dr. Tweedy; and I am glad to 
see that my reply appears in the Journal of Obstetrics for April. 
I made several requests of him; one was to refer to me by name and 
not anonymously, and another to say that he had never seen my 
operation performed. Rather unnecessarily I thought, at the time, 
he refused both. Now, I see that he could not have done otherwise, 
as his paper was already in or almost in circulation in the Journal. 
I also tried to show that there were various points which distinguished 
between the utero-sacral ligaments and Mackenrodt’s ligaments, and 
that these points made it, to say the least, unlikely that the two could 
be confused. As to whether they were in point of fact identical I 
referred him to the anatomists. As to the relative efficacy of the 
two operations (on the assumption that they were really as I thought 
distinct) I said that I thought that the utero-sacral ligaments, run- 
ning almost vertically, gave a better support to the cervix in a 
vertical direction and were more easily shortened than were Macken- 
rodt’s ligaments which ran almost transversely. 

Now, whether my operation is original or not, I do not care in the 
least. So far as I am concerned it is original, and it was quite new 
to some German and Viennese gynecologists with whom I discussed 
it a couple of years ago. I am, however, deeply concerned by 
Dr. Tweedy’s anatomical statements, and I am also concerned with 
the question whether utero-sacral shortening or the shortening of 
Mackenrodt’s ligaments is the more efficient. At the same time I 
recognize that it is rather difficult to take Dr. Tweedy’s paper 
seriously in view of the fact that he has no experience of my opera- 
tion, and has only performed Alexandroft’s operation eight times in 
seven years, 

In regard to the anatomical question as to whether the two 
ligaments are distinct or not, I will give a quotation and a reference. 
My quotation is from the 7'ransactions of the Royal Academy of 
Medicine in Ireland for 1905, when Dr. Tweedy read his original 
paper on (Alexandroff’s) operation. In his reply to a point raised by 
Dr. Purefoy, he said that he “had formerly attached enormous impor- 
tance to the utero-sacral ligaments, but he had now adopted the view 
that the ligaments he had pointed out (Mackenrodt’s) were perhaps of 
more importance in keeping the uterus in proper position, especially 
in that of elevation.” Apparently, at that date, Dr. Tweedy did not 
consider the two ligaments to be identical. My reference is to the 
Journal of Anatomy and Physiology, vol. xli, page not stated. A 
paper appears there by Dr. Ella Ovenden on the “ Lateral Fixation 
of the Cervix Uteri,” in which she calls attention to the fact that 
there is another ligament attached to the cervix in addition to the 
utero-sacral ligament, and described by Mackenrodt and termed by 
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him the ligamentum transversalis colli. She gives a diagram to 
show the relative insertions of the two into the uterus, and the only 
connection which she traces between them is the fact that they blend 
with each other near their insertion into the uterus—a little 
anatomical peculiarity which is found in many other ligaments with 
common insertions. 

In regard to the practical question as to whether it is possible to 
mistake the two sets of ligaments during an operation and to shorten 
Mackenrodt’s ligaments in mistake for the utero-sacral ligaments, I 
can only say that my own experience is that it is almost impossible 
to do so. But that Dr. Tweedy finds such a mistake possible, I 
should have said that it was impossible. When a circular incision is 
made just below the cervico-vaginal junction and a cuff of vaginal 
mucous membrane pushed up, the first structures exposed at each 
side are Mackenrodt’s ligaments. To obtain the utero-sacral 
ligaments it is necessary to carry up a dissection between the floor 
of the pouch of Douglas and the back of the uterus almost directly 
posteriorly. The insertion of the ligaments is then exposed, and 
they can be caught in clip forceps. If there is any doubt as to 
whether they are caught or not, it is only necessary to open into the 
pouch of Douglas and directly to feel that the pull is transmitted 
upwards along the ligaments when the forceps are drawn down. 

As to the efficiency of the two operations I will give what is 
perhaps an argumentum ad hominem. I have performed my own 
operation some twenty-five times, and during the last year and a half 
I have performed it at least twelve times, and I think, perhaps, more 
nearly sixteen times. I have been satisfied with the immediate 
results and the after results so far as I have been able to follow 
them. Dr. Tweedy, in 1905, had performed Alexandroff’s operation 
three times at the date of the first communication in which he proved 
its superiority to every other operation for prolapse. By the date of 
his second communication on the same subject (March 1912), he had 
performed it eight times; that is to say, in almost seven years he 
performed it five times. The question naturally arises did Dr. Tweedy 
see only five cases of prolapse which he wished to cure in that time. 
He must have seen far more, for he was Master of the Rotunda for 
five years of it, and yet when I search his reports for these years I 
cannot find any mention of any cases cured by this panacea. He 
cannot therefore blame me if I think that he, being a sound judge of 
an operation, has found Alexandroff’s operation wanting in efficiency. 

One word more. I wonder very much if Dr. Tweedy recognizes 
that Mackenrodt’s ligaments are divided and shortened every time 
one does a high supra-vaginal amputation of the cervix for supra- 
vaginal hypertrophy. Perhaps Dr. Webb’s paper in the Journal of 
Anatomy will prove to him that this is so if he does not recognize it 
already. If the paper does not convince him, it will at all events 
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give him the means of acquiring conviction the next time he does the 
operation. He will then perhaps find that the utero-sacral ligaments 
do not share in this shortening because they are not touched, as they 
lie above the line of amputation. The cause of this difference is that 
supra-vaginal hypertrophy of the cervix occurs between the insertion 
of the utero-sacral ligaments and the attachment of the vagina to the 
cervix. These ligaments consequently lie above the hypertrophied 
portion, whereas Mackenrodt’s ligaments, being inserted in part into 
the uterus and in part into the lateral vaginal vault, are either below 
or directly attached to the hypertrophied portion. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character 


or from being, in a special sense, typical examples of their 
class. ) 


A Case of Obstructed Labour due to a Uterine 
Contraction Ring. 


By Hersert Witt1amson, M.B., F.R.C.P. 
(From the Maternity Department of St. Bartholomew’s Hospital.) 


C.W., ayed 40, had six previous labours, and on two occasions had 
borne twins. Her seventh pregnancy ran a normal course, and 
labour commenced at 10 p.m. on January 15 1912. The diagnosis of 
twin pregnancy was made, both children presented by the vertex, and 
the first child was delivered spontaneously at 4a.m. on January 16. 
During delivery the umbilical cord ruptured at a point four inches 
from the placenta; the maternal end was not tied, but no hemorrhage 
ensued. The membranes of the second sac ruptured spontaneously at 
1 p.m., and as the head of the second child did not descend into the 
pelvis the Extern Midwifery Assistant was summoned. 

On examination he found the head, both feet and the cord 
presenting. Pulsation was felt in the cord. The patient was 
anesthetized, and the whole hand introduced into the vagina. The 
head lay at the pelvic brim in the fourth position of the vertex and 
was badly flexed; on either side of it was felt a foot, and in front of 
it a loop of the umbilical cord. Attempts were made first to replace 
the legs; secondly, to push up the loop of cord; thirdly, to apply 
forceps; none of these succeeded, for the head and legs were firmly 
fixed. The patient was then brought into the Lying-in Ward of 
St. Bartholomew’s Hospital. I saw her at 4.15 p.m., and dictated 
the following note:—‘‘ The patient does not appear anxious or 
distressed; the tongue is furred, but moist; the pulse 110, and the 
temperature 98'4°F. The uterus rises to within two inches of the 
costal margin; a ring of contraction can be seen and felt running 
almost transversely across it, midway between the pubes and 
umbilicus. The portion of the uterus above the ring contracts with 
the pains, and relaxes in the intervals; the ring remains in a state of 
tonic contraction and cannot be felt to relax at all; the portion of the 
uterus below the ring remains flaccid, but hardens a little with the 
contractions. The head is below the ring, the shoulders are above it. 
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Per vaginam. There is marked edema of the vulva, vaginal 
walls and portion of the uterus below the contraction ring. The head 
lies in the third position of the vertex with the occiput opposite the 
right sacro-iliac synchondrosis, and is imperfectly flexed. A foot is 
felt on either side of the head, and a loop of the umbilical cord lies 
between the forehead and the symphysis pubis. The contraction 
ring feels like a tight muscular band round the child’s neck; it 
extends round the whole circumference of the uterus; the head and 
both feet are below it, the shoulders and trunk above.” 

The patient was deeply anesthetized, the bladder emptied and a 
hot vaginal douche given. With considerable difficulty I succeeded 
in pushing up the loop of the cord (which was still feebly pulsating) 
and both feet above the ring, but attempts to dilate the ring with the 
fingers failed. It was clear that efforts to perform internal version 
would result in rupture of the uterus, but I thought that the spasm 
might be overcome by steady traction. I therefore applied forceps 
to the head and kept up gentle traction on the handles, taking care 
to use very little force. In about 15 minutes the ring appeared to 
yield, the head descended with the face anterior and the child was 
easily delivered. 

The birth of the child was followed by some bleeding ; the loss was 
not rapid, but as it persisted the placenta was expressed. The uterus 
then contracted well, but the bleeding continued. I therefore passed 
my hand into the vagina, and discovered a tear involving the vaginal 
vault, the cervix and the lower uterine segment on the right side; the 
hand could be passed between the two layers of the broad ligament, 
but not into the peritoneal cavity. There was therefore an incomplete 
rupture of the uterus. I pressed the two edges of the tear firmly 
together, and kept them approximated by means of a volsellum 
forceps. This completely arrested the hemorrhage. By drawing 
the forceps over strongly to the opposite side I was able to bring the 
wound into view sufficiently to sew up the rent in the uterine wall 
with catgut sutures. I next gave an intrauterine douche, and then 
passing the nozzle up into the broad ligament through the opening in 
the vaginal vault irrigated the cavity between the two layers and 
passed in a gauze drain, leaving the end in the vagina. The plugging 
in the broad ligament was removed in 24 hours. On the day follow-. 
ing the operation the patient’s temperature reached 103°F., but in 
the course of a few days it fell to normal, and she made a good 
recovery, leaving the Hospital a fortnight after delivery. The child 
was born in a condition of white asphyxia, and we were not able to 
resuscitate it. 

This case is an instance of what has been aptly described by 
Dr. Eardley Holland as “active retention of the foetus by the uterus.”* 


* Journal Obstet. and Gynecol., vol. xix, p. 528. 
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A ring of muscular contraction situated at the junction of the upper 
and lower uterine segments gripped the foetus so firmly as to prevent 
delivery. A contraction ring of this kind must not be confounded 
with the condition described by Band], in which, as the result of some 
abnormality of the pelvis or child, or some error of position of the 
foetus, the uterus passes into a condition of tonic contraction with 
retraction of the whole upper segment. Here there was neither tonic 
contraction nor marked retraction of the upper segment, but a spasm 
confined to a narrow zone of the uterine musculature and strictly 
analagous to the zone of spasm found in the condition of hour-glass 
contraction occasionally seen in the third stage of labour. 

Two questions require consideration—(i) how is the spasm caused ? 
(ii) how may it be overcome? I believe that in the majority of cases 
it arises in response to some mechanical irritation of the uterine wall. 
Such antecedents have been present in most of the recorded cases, 
and was undoubtedly present in the case I have just described. With 
regard to the second question, it is clear that neither chloroform nor 
morphia, nor even a combination of the two, can be relied upon to relax 
the spasm. Atropine might be of value, but as far as I am aware it 
has not been tried; I intend to try it when I meet with another case. 
Cesarean section does not always offer a satisfactory solution, for in 
two cases of Dr. John Phillips’ recorded by Dr. Holland great 
difficulty was experienced in extracting the child after the uterus had 


been opened. Division of the contraction ring and extraction of the 
child per vaginam would, as pointed out by Jardine, almost inevitably 
lead to rupture of the uterus. Finally, as my own case shows, the 
method of steady traction is not devoid of risk, though possibly had I 
employed the method practised by Dr. Willett rupture of the uterus 
might have been prevented. 
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A Case of Retention of the Foetus by an Internal 


Contraction Ring Treated by Continuous Weight 
Contraction. 


By J. A. Witxert, M.D. 


Tue history of the case which came under my own observation is as 
follows : — 

S.W., et. 42, a very stout woman, and the mother of 10 children, 
the last being born four years previously. Her last menstrual 
period ended during the first week of March 1911. All her past 
labours had been uncomplicated and her pelvic measurements were 
above the average. She was admitted as an emergency case into the 
City of London Lying-in Hospital on December 30 midnight 
(11-55 p.m.). Labour had started at 10a.m. the same day with 
escape of the liquor amnii. On admission her pulse-rate was 84 and 
temperature 99°F. The uterine contractions were very infrequent, 
and the os was about the size of half-a-crown. The child presented 
by the face in the second position. The fetal heart was not heard. 
As her condition was that of uterine inertia 20 grs. chloral hydrate 
were administered, after which she dozed and slept for some hours. 
During the morning of the 21st her condition remained much the 
same, the pains still being infrequent, and the os dilated slowly, not 
being fully dilated till midday. At 1 p.m, it was noticed that her 
pulse-rate was 116, and 2-30, when I saw her, it had risen to 182 
without any apparent reason, and with this exception the patient’s 
condition was not urgent. The uterus was soft and not tender, nor 
were its contractions severe; no ring could be felt, though, owing to 
the thickness of the patient’s abdominal wall it might have been 
present and yet have escaped detection. I deemed it advisable to 
deliver the patient, and the forceps was applied to the face under 
CHCl,. The head was easily brought down to the outlet, the chin 
rotated forwards, but the utmost difficulty was experienced in bring- 
ing the head over the perineum, and it was not until one blade of the 
forceps was used as a vectis that the head was completely delivered. 
The cause of this difficulty was now evident as the shoulders of the 
child were detained above a thick ring which encircled the lower 
part of the neck. The child was dead and its skin stained by 
meconium, 

To have performed an embryotomy would have been extremely 
difficult and the results of this operation in previous cases had 
seemed to me to be unsatisfactory so that I determined to try the effect 
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of continuous weight traction before interfering further. To this 
end the head was perforated, a cranioclast screwed firmly home and 
attached to its handle by a towel was a weight of approximately 
8 lbs., which hung over the foot-rail of the bed. (Estimated under as 
nearly as possible similar conditions the total pull on a spring 
balance was 6} lbs.). A hypodermic injection of morphia gr. } was 
given partly in the hope that it might aid in the relaxation of the 
spasm, but chiefly to keep the patient quiet. For three hours the 
patient slept, and during this time there was a complete absence of 
uterine contractions. She then awoke, and a few slight pains rapidly 
delivered the child, which weighed 6 lbs. 140z. minus the brain. 
The remaining liquor amnii which escaped was stained with meco- 
nium and offensive. The placenta was born naturally twenty 
minutes later. A hot intrauterine douche was given, and it was 
then noticed that the obstructing ring had disappeared. 

The patient, except for a mild attack of sapreemia, did well, and 
left the Hospital on the 14th day. She could give no information 
as to how long the child had been dead, in fact she was under the 
erroneous impression that it was alive when she entered the Hospital. 

I recognize that this was an ideal case in which to try the effect of 
continuous weight traction, since the child being dead and the 
mother’s condition not really urgent there was no necessity for rapid 
delivery. In addition the longitudinal lie of the child and the fact 
that the uterine spasm was localized were both very favourable 
factors, 

The rarity of dystocia due to a contraction ring and the difficulty 
of its treatment has led me to bring this case before the notice of the 
Section. 
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The Retraction Ring as a Cause of Dystocia. 
NOTES ON A CASE. 


By Davin Suannon, M.B., 


Surgeon, Royal Samaritan Hospital for Women, Glasgow; 
Assistant Surgeon, Glasgow Maternity and Women’s Hospital. 


Durine the course of a protracted labour in which there is some 
definite obstruction the retraction ring becomes palpable and is an 
indication of grave danger. 

In such cases its presence is the result of obstruction, not the 
obstructing factor, The case of which I write appears to me to be of 
interest from the fact that the retraction ring was not the result of 
obstruction but the cause of it. Such cases are rare, and are fraught 
with great danger to the mother and her child. 

I was asked by Dr. S. to see a patient of his in consultation. 
She was a vi-para, aged 42 years. Her previous confinements had 
been normal. ‘Two years ago I curetted her for an endometritis. 
When I saw her the labour had been in progress for nearly forty-eight 
hours, and for nearly a week before she had complained bitterly of 
indefinite abdominal pains all over the uterine area. The labour 
pains were colicky in nature; they were not frequent, and they did 
not seem to have much effect in causing dilatation of the os. The 
external os, four hours before I arrived was the size of a shilling, but 
when I examined her it was nearly fully dilated, and the membranes 
were intact. 

The foetal head remained at the brim of the pelvis, and showed no 
tendency to engage. This struck me as a curious state of affairs, for 
here was a patient having excellent pains, the os practically dilated, 
yet the head was movable above the brim and making no progress, 
although the pelvis was normal and the fetal head was not too large. 
This, I believe, is an important point in the diagnosis of the 
condition. The anterior fontanelle was directed towards the left side 
in front and above the brim. Abdominal palpation was unsatisfac- 
tory, as the patient was very stout. 

Having failed to apply forceps I passed my hand into the uterus, 
and only then did I diagnose the cause of dystocia. I felt the 
retraction ring grasping the child’s neck tightly, so tightly in fact 
that I had difficulty in getting my finger past it. It appeared to be a 
narrow band extending round the uterus. Below it the lower uterine 
segment, containing the foetal head, could be made out. The 
umbilical cord was twice round the child’s neck. 
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I asked her doctor, who administered the anesthetic, to put her 
very deeply under, in the hope that the tension of the ring would be 
relieved, but this did not occur to any marked extent. I then dilated 
the ring manually sufficiently to allow me to get hold of a foot which 
lay quite near. The membranes ruptured at this stage. With 
difficulty I pulled the foot down, and as I did so the head went back 
into the upper uterine segment. I managed to pull the breech into 
the ring and slowly pulled it through. The other leg was fully 
extended and most difficult to deliver. The retraction ring now 
contracted tightly round the chest of the child, the arms being 
extended over the head. Their delivery was the most troublesome 
part of the operation and took me fully twenty minutes to accomplish 
as I had to be most careful in case the uterus ruptured. As soon as 
the arms were released the retraction ring once again firmly grasped 
the fetal neck. Steady traction was made on the trunk of the child, 
and gradually the head dilated the obstruction and was born. The 
difficulty was not yet over, as once the child was born the retraction 
ring contracted again and impeded the third stage. With much 
trouble I removed the placenta manually, and immediately after the 
uterus was emptied the ring suddenly disappeared. The patient made 
an uninterrupted recovery. 

The treatment I adopted in this case was dangerous, and I would 
not recommend it owing to the danger of rupture of the uterus. 
Under the circumstances, however, it was the only procedure I could 
carry out as I had not my cranioclast and cephalotribe with me. 
It was successful, I think, because the liquor amnii was present. 

In such a case the proper treatment is Caesarean section if the 
child is alive, and craniotomy if the child is dead. In this case the 
child was dead before the operation began, and I am inclined to think 
that death was due to compression of the retraction ring on the 
umbilical cord as it wound round the child’s neck. 
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Splenic Hemorrhage Complicating Pregnancy.* 


By J. E, Gemme zt, M.B., 


Hon. Surgeon, Hospital for Women, Liverpool; Hon. Gynecologist, 
Victoria Central Hospital, Liscard. 


Mrs. B., aged 31; ii-para; admitted to the Victoria Central Hospital, 
February 26 1912. 

History. Ten days previously, whilst out walking, she was seized 
with severe pain in the left side and abdomen, felt very faint, was 
assisted to her home, and went to bed. Next day, feeling better, she 
got up and went about her household duties. A few days later she 
had another attack of abdominal pain which was not so severe and not 
accompanied by much general disturbance; later, on February 24, 
she again had severe pain, with considerable collapsé, which so 
alarmed her friends that her doctor was called in, who found her 
collapsed, pale, pulse-rate 90, well filled and regular. With a 
history of twelve weeks’ amenorrhea, and some morning sickness, a 
diagnosis of ectopic pregnancy was made. She rapidly improved for 
two days, when again there were signs of peritoneal irritation. 

February 26, she was removed to the Hospital. She complained 
of constant severe pain at the level of the left lower costal margin in 
the nipple line, and over the descending colon. She was pale, but 
not markedly so; the abdomen was adipose, not distended. On 
palpation there was very great tenderness on the left side at the level 
of the costal margin, and in the left iliac region. 

Per vaginam. The uterus was enlarged, about the size of an 
eight weeks’ pregnancy, freely moveable; the appendages were not 
felt, no sign of pelvic swelling or bulging in the fornices. No 
vaginal discharge, and no history of any vaginal hemorrhage; pulse 
116, temperature 99°8°F. 

From the absence of blood-stained discharge, I decided against its 
being “ ectopic,” and elected to delay operative treatment until next 
morning. The night was restless, vomiting occurred several times, 
and the pain increased, together with a rise in pulse-rate. 

When seen on the morning of February 27 the abdomen was 
distended in the flanks, which also were dull on percussion, and there 
were signs of a considerable fluid exudation in the peritoneal cavity. 
We concluded that hemorrhage was going on, and at once opened the 
abdomen. On entering the peritoneal cavity free blood-stained, dark- 
coloured serum filled the pelvis, and a measured 40 ozs. escaped. 


*Kead at North of England Obstetrical Society. 
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The ovaries and Fallopian tubes were normal, the uterus pregnant 
and also normal. There was no sign of any stomach or bowel 
contents in the fluid or peritoneal cavity, nor was the bowel in any 
portion collapsed. 

The incision was now prolonged upwards, almost to the ensiform 
cartilage, where we located the hemorrhage coming from the neigh- 
bourhood of the spleen. Bringing the spleen more freely into view, 
it presented a rounded mass of partially-organized blood-clot, most 
markedly forming a mass on the upper surface of the spleen, firmly 
adherent to it, and completely hiding the spleen, except a small 
portion of its inner border, and apparently covered by a fibrinous 
capsule. The whole formed a mass twice as large as a normal spleen ; 
a perforation of the stomach was carefully searched for, on the 
supposition that the hemorrhage was adventitious; none being 
seen, and the hemorrhage appearing to be entirely splenic, 
the vessels were ligatured and the spleen removed. The hemorrhage 
ceased at once. Two pints of normal saline were poured into the 
peritoneal cavity and the wound sutured with silkworm gut through 
and through interrupted sutures. 

The patient was considerably collapsed, and rallied fairly during 
the day; but the same evening became worse, and died of exhaustion 
in 48 hours after the operation. 

Dr. Murphy, Pathologist to the Hospital, made a post mortem 
examination. Stomach, intestines, liver and kidneys were all 
normal; there was no sign of any ulceration or perforation of the 
stomach, and no more bleeding had taken place into the abdomen, so 
that we concluded the hemorrhage occurred from the spleen. 

Dr. Murphy reports microscopical sections of the spleen show 
normal splenic tissue. Dr. Leith Murray reports the spleen very 
brittle and difficult to cut. The pulp shows no endothelial hyper- 
plasia. Areas of blood extravasation are present near the peritoneal 
surface, which is two or three times thicker than normal, but shows 
no active inflammatory deposit. 

The hardening of the spleen before removal of the blood-clot has 
somewhat vitiated the search for rupture. There was no history of 
injury. On feeling the spleen when in situ, it was rounded, and felt 
somewhat spongy and soft; so much so, that one feared to handle it 
lest it would tear. The blood-clot was covered by a thin, fibrinous 
layer, which seemed to be splenic capsule, and if so, then the condi- 
tion, in spite of the microscopical report, is surely an altered condition 
of spleen, with hemorrhage into its substance, and if so, is it one of 
the known splenic lesions, or is it a change associated with pregnancy ? 

Several cases of subcapsular rupture of the spleen have been 
reported in cases of typhoid, and in nearly all the cases of traumatic 
rupture reported there has been, as was the case here, “ localized 
tenderness and rigidity.” 
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Pregnancy Complicated by Appendicular Abscess.* 


By J. E, Gemmett, M.B., 


Hon, Surgeon, Hospital for Women, Liverpool; Hon. Gynecologist, 
Victoria Central Hospital, Liscard, 


Mrs. J., aged 36; primipara; pregnant six months. 

History, February 20 1912. Quite well until 14 days ago; when, 
whilst in bed during the early hours of the morning, she was seized 
with a rigor and pain in the lower abdomen. The pain has continued 
off and on ever since, the pulse-rate has steadily become higher, the 
temperature has never been above 99°F. Before this and during the 
last week there has been a free offensive vaginal discharge. There has 
been no vomiting, the bowels have acted regularly, with diarrhea 
the last 48 hours. 

Examination. The face was flushed, eyes bright, expression 
anxious, ale nasi working, the pulse 144, but well filled and regular. 
The abdomen was distended by a swelling whose upper boundary was 
at the level of the umbilicus, and extending markedly into both 
flanks. On palpation, it is very soft, and not tender. The tumour 
feels like a pregnant uterus ,which is unevenly enlarged and extended 
into both lumbar regions, suggesting either a twin pregnancy, 
hydramnios or growth outside the uterus and without any marked 
tenderness. 

Per vaginam, The cervix is dilating, admits two fingers, a bag 
of membranes is forming, and the fetal head presenting. Under an 
anesthetic we were able to map out a localized cystic swelling in 
the lower zone of the abdomen, occupying the hypogastric and both 
iliac regions, fluctuating, and with a resonant note on percussion 
above the umbilicus and in both flanks, leading to a diagnosis of 
localized encysted abscess probably a result of appendicitis. The 
abdomen was opened in the middle line, and a large quantity of very 
fetid pus evacuated. Exploring the cavity it was felt to be quite 
cut off from the general peritoneal cavity, and to occupy the utero- 
vesical pouch, bounded entirely by the uterus behind and the 
abdominal wall in front. The uterus was adherent in the middle 
line above by what felt like a broad fleshy mass about one and a half 
inch diameter. No attempt was made to get at the appendix, the 
cavity being washed out with iodine solution and drained. The 
premature labour was concluded naturally the same night, and the 
patient was reported as doing well for a few days, after which 
uterine sepsis set in, and she died seven days after the operation. 


* Read at North of England Obstetrical Society. 
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Pregnancy Associated with Left Chronic Inflamma- 
tory Appendage ; Adherent to Pelvic Floor, and to 
Uterus, Simulating Fibroids in Uterine Wall.* 


By J. E. Gemmett, M.B., 


Hon. Surgeon, Hospital for Women, Liverpool; Hon. Gynecologist, 
Victoria Central Hospital, Liscard, 


A.B., aged 30; married 10 years; pregnancies six; children two, 
ages nine and seven; abortions four. 

February 17 1911 complained that since her last full term child 
was born seven years ago, there had been four miscarriages, that 
during her pregnancy there is always a blood-stained discharge, and 
that menstruation is excessive. 

Menstruation is regular, 28; 7; flow excessive; last unwell one 
week ago, but has had a blood-stained discharge for four weeks. 

On examination per vaginam, the uterus is enlarged and hard, 
with a swelling, behind and to the left side, about the size of an egg. 
This swelling feels to be in the wall of the uterus; the whole uterus is 
the size of a three months pregnancy and is fixed. The cervix is 
firm, and the uterus has a boggy feel. 

There is no history of amenorrhea, and she has not had any of the 
usual symptoms of pregnancy, except a sickly feeling. 

The diagnosis was that of a fibroid in the left cornu of the uterine 
wall, and probably a submucous growth also. 

We opened the abdomen (February 19 1912), and found the uterus 
large, softened, but fixed to the floor of the pelvis by an enlarged left 
chronic inflammatory appendage, which completely anchored the 
uterus to the left side and floor. 

The appendage was dissected free, and although large and 
flattened, it was apparently healthy, and was not removed. 

By the time we had dissected up the appendage the uterus was 
free, and we were able to definitely make out that it was pregnant, 
and that the tumour felt to the left and behind was only this inflamed 
appendage. The adhesions being broken down all around, and the 
appendage left free, the abdomen was closed. 

The patient made a rapid convalescence, and left the hospital in 
three weeks; all bleeding ceased immediately after the operation, and 


*Read at North of England Obstetrical Society. 
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when seen on March 28th, she was very well, the uterus was now 
about four and a half months pregnant, and she was well past the 
usual period of her abortions (three months). On June 10 she is 
reported as in good condition, and the pregnancy continuing. 

Pregnancy is one of the most effectual agents in the absorption of 
inflammatory products in the pelvis, and for the loosening of in- 
flammatory bands and cicatrices in the pelvis and vagina. In this 
instance, however, the fixation of the uterus had not yielded, abortion 
taking place at from 10 to 12 weeks, and I have no doubt, from the 
condition found, that the fixation of the uterus has been the causal 
factor in the frequent abortions. 
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C, J. N. Longridge, M.D. 


The Adrenal Cortex, Its Rests and Tumours and their Relation 
to Sex Characteristics. 

E. E. GLYNN (Quart. Jour. of Med., Jan. 1912, vol. 5, No. 18, pp. 157— 
192), in a very elaborate study, comes to the following conclusions. 1. 
Adrenal hypernephromata are associated with sex abnormalities, almost 
invariably in children, usually in adult females before the menopause, but 
apparently never in adult females after the menopause, or in adult males. 
2. Adrenal rests or bilateral hyperplasia of the adrenal gland is found in 
at least 15 per cent. of female, but only 0'7 per cent. of male pseudo- 
hermaphrodites. 3. Hyperplasia and hypernephromata of the adrenal 
cortex in females are usually associated with a diminution of certain 
female and the development of certain male characteristics. The converse 
rarely occurs. 4. Premature development of female sex characteristics in 
females may occur with certain ovarian tumours, and of male sex charac- 
teristics in males with certain tumours of the pineal gland, adrenal cortex 
and testicle. 5. In children and young adult females where the sex abnor- 
malities are acquired there is usually unilateral malignant cortical 
neoplasia. The neoplasia probably directly or indirectly causes the abnor- 
malities. In pseudo-hermaphroditism the sex abnormalities are mainly 
congenital and the adrenal lesions, if any, are bilateral cortical hyperplasia 
or cortical rests. The hyperplasia possibly directly or indirectly causes 
the abnormalities or some of them. 6. The enlargement of the adrenal 
cortex during breeding, pregnancy and after castration, and the small size 
in deficient sexual development are additional evidences of the connection 
of the cortex with sex characters. 7. The functional association of the 
adrenal with the pituitary and other ductless glands, and the appearance 
of certain sex abnormalities in acromegaly, indicate that a true solution of 
the connection between the adrenal cortex and sex will only be found when 
the inter-relationships of the various ductless glands are better understood. 
8. Adrenal rests of the ovary are exceedingly uncommon. The ovarian 
hypernephroma does not produce the characteristic sex abnormalities; it 
probably arises from the lutein cells of the ovary itself. H.L.M. 
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Metabolism of the Albumen in the Food. 


LEMELAND, working in the clinique Tarnier, publishes (in Arch. Mens. 
d’Obstét. et de Gynécol., May 1912) a paper under the title ‘‘ L’ élaboration 
des albumines de la ration chez la femme enceinte soumise au régime lacté 
et la nature de l’azote retenu par l’organisme gravide normal.’’ His obser- 
vations were made on normal pregnant women, at the beginning of the 
ninth month, who were put on milk diet. Several of the women began to 
be troubled by diarrhcea or vomiting and the milk diet in consequence had 
to be abandoned along with the observations. The albumen of the ingesta 
and of the excreta was measured for three days only in each case and his 
conclusions are based on the data of this short period. 

The total nitrogen was measured by Kjeldahl’s process. He found the 
excretion to average more than the 12 grams of previous observers. He 
confirmed Bar’s finding that the urinary excretion of nitrogen is diminished 
in labour. 

Details are given of the methods of measuring the urea, nitric acid, 
ammonia, uric acid and of estimating the relations of these to each other : 
the quantity in the faeces was assumed from the researches of Bouchard 
and Bar, and the elimination by sweat and respiration was neglected. He 
found that on mixed diet, as estimated by Bar, there was considerably 
greater retention of nitrogen than on milk diet. This latter favours the 
elimination of nitrogen as urea. The urea in the blood is diminished and 
Lemeland concludes that the retained urea is in some form utilisable for 
the maternal needs. Milk diet acts so quickly as to give plainly percep- 
tible results by the fourth day. E.H.L.O. 


Lacerations of the Vaginal Vault. 


RovuviER (Ann. de Gyn. et d’Obstét., April 1912) has contributed a long 
article to this subject. It consists chiefly of well-known facts which he 
has arranged to form a ground-work for a little new work which he has 
added. These ruptures are more common than is supposed, their alleged 
rarity is due to their not being looked for with sufficient care. They may 
be divided into complete or incomplete lacerations. Another classification 
is into traumatic (after forceps, versions, etc.) or spontaneous (after severe 
thinning of the lower uterine segment with rupture). 

The author lays stress on supporting the fundus of the uterus while 
vagino-uterine manipulations are being carried out for fear of tearing the 
body of the uterus from its vaginal attachments. The chief symptoms are 
pain, hemorrhage, and shock. In complete tears the foetus may retreat 
into the peritoneal cavity and coils of intestine may prolapse. Tears of the 
anterior fornix involve the bladder more often than the peritoneum, 
heemorrhage from the vesical plexus may be severe. 

The prognosis is serious, recorded cases show a maternal mortality of 
up to 80 per cent. In giving a prognosis stress should be laid on the seat of 
the rupture, the complication that has determined the rupture, whether the 
child is delivered or not, and the asepsis of the laceration. 

He discusses the treatment under four conditions :—(a) if the diagnosis 
is made before the delivery of the child; (b) before the delivery of the 
placenta; (c) after delivery of the placenta; (d) during the puerperium. 
The article concludes with four cases reported in detail. An extensive 
literature is added. C.W. 
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Congenital Absence of the Vagina: A New Operation. 

Dreyrus (La Gynécologie, April 1912) describes an operation performed 
| by him on a maid in the Hirsch hospital at Salonika. The external parts 
seemed normal but there was no vagina. The presence of an abdominal 
tumour reaching to the umbilicus and menstrual molimina suggested the 
presence of a uterus with retained menses. The vulva was opened longi- 
tudinally while the septum was dissected up transversely. It was difficult 
to reach the tumour in spite of pushing it down from the abdomen: a 
trocar was passed into it and withdrew a large quantity of blood, but the 
bladder was probably wounded so no further attempt was made to connect 
the new passage with the uterus: the wound was packed with gauze. 

Two days Jater a man who was free from syphilis or other disease was 
operated on for hernia. The sac was removed entire by an incision round 
its neck, the external surface of it was carefully cleaned: it was then 
packed with vaselined gauze and inserted in the artificial vagina. The 
upper end gave way but the lower part united well and made a good 
vagina. Dreyfus thinks that if he had been able to transplant at once it 
might all have united. A résumé of recent methods is given. 


E.H.L.O. 


The Bactericidal Influence of Douching in the Normal and Morbid 
non-Puerperal, Vagina. 
PoLANo (Zeitschr. f. Geb. u. Gyn., Bd. Ixx, Hft. 1) gives the results 

of a test of the relative merits of several medicaments commonly used for 
vaginal douching. In order of merit he places first a 2 per cent. solution 
of alum; then 4 per cent. alcohol; 1 per cent. ‘‘ alsol ”’; o'2 per cent. silver 
nitrate; bolus alba. Less effective but still quite useful are 1 per cent. 
lysoform ; 0'2 iodine; while 1 per cent. lysol and 2 per cent. lactic acid are 
the least effective of all. 
This indicates that the efficiency of the material used depends not on 
its bactericidal powers, nor on its capacity for increasing the acidity, or 
even the lactic acid content, of the vaginal secretion, but rather upon its 
astringent powers. R.W.,J. 


Umbilical Tumours containing Uterine Mucosa or Remnants of 
Miiller’s Ducts. 
THomAs CULLEN (Surgery, Gynecology and Obstetrics, May 1912), while 
studying the literature of the numerous cases of primary tumours of the 
umbilicus, came upon a hitherto unrecognised class which he regards as 
adenomyomata. 

The composite picture of such tumours—which are only found in women 

—is as follows: At some time between the 30th and 55th year a small 
tumour develops at the umbilicus reaching its full size in the course of a 
few months. It is usually described as being the size of a small nut. 
Sometimes it is painful, especially at the menstrual period, and in at least 
one instance there was a bloody discharge from the umbilicus at such 
times. 

The overlying skin is usually pigmented, and there may be one or two 
| bluish or brownish cysts just beneath the skin. These may rupture and 
discharge a little brownish fluid—old blood. On section the nodule is 
found to be intimately attached to the skin, is very dense, and is traversed 
by glistening bands of fibrous tissue. 

Scattered through the field are glands, round, oval or irregular. They 
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occur singly or in groups, and are lined with cylindrical epithelium. 
When occurring singly they frequently lie in direct contact with the fibrous 
tissue. The cells of the stroma between the glands usually have oval or 
round vesicular nuclei. Frequently some of the glands are dilated and 
their epithelium is somewhat flattened. The cysts noted macroscopically 
and filled with brownish fluid are likewise dilated glands and the fluid is 
old blood. The stroma around the glands frequently shows fresh haemor- 
thage or remains of old blood to be recognised by the deposit of blood 
pigment. 

The gland picture is that of the uterine mucosa, and the typical mens- 
trual reaction is often present as evidenced by the pain in the nodule at 
the periods, and the formation of small cysts by the accumulation of 
menstrual blood. 

Of the nine cases recorded four without doubt owe their glandular 
origin to the uterus or to a portion of Mueller’s duct. The other five cases 
also probably belong to the same group, but the evidence is not quite so 
clear. 

The growths are benign, and, if removed entirely, give rise to no further 
trouble provided no other embryonic foci exist. 

A full report of all the cases is given in detail with photo-micrographs 
of some of the sections. W.W.K. 


Sarcoma of the Uterus and Mixed Tumours. 

AuGIER, Lille (La Gynécologie, April 1912) discusses the origin of 
mixed tumours, especially of the uterus, and describes the appearances of 
a sarcoma-epithelioma removed from the cervix. Uterine tumours some- 
times contain various forms of connective tissue, such as fibrous, myxoma- 
tous, sarcomatous or adipose; more rarely they contain tissues absolutely 
foreign to the uterus, such as striped muscle and cartilage. Similarly 
sarcoma and epithelioma are found together. 

Some authors maintain that the cells of the sarcoma have a certain 
metaplastic power by which they give rise to connective fibres, mucous, 
fatty and cartilage cells, to smooth and even to striped muscle. This, 
however, is not accepted by Augier, who inclines to the belief that these 
tumours arise from a special tissue of embryonic origin which has remained 
undifferentiated till its active growth has given rise to the tumour forma- 
tion. In the uterine tumours in particular these embryonic fragments 
come from the provertebrze or myotomes, which are able in the course of 
development to produce cartilage, striped muscle or connective tissue. 
Now the Wolffian canals, which sometimes persist in the lateral walls of 
uterus and vagina, may, in their progressive development towards the 
cloaca, draw with them some cells from the provertebral system with which 
they are so closely related in embryonic life. If these embryonic elements 
progress towards the formation of a neoplasm, they give rise to the same 
sorts of tissue as in the embryonic state; that is bone, cartilage, muscle 
and connective tissues. This, in the present state of our knowledge, may 
be accepted as a working hypothesis. 

Augier dwells at some length on the diagnosis of uterine sarcoma. 
Examination of curettings is likely to be misleading, and great care must 
be exercised to make a thorough survey of the section with low powers of 
the microscope before proceeding to study it with the high powers. An 
inflamed endometrium is infiltrated in its various layers by small cells : 
in fungus endometritis the superficial layers are infiltrated with small cells, 
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while the deep layers show fusiform and other cells with considerable 
proliferation of the glandular elements. In sarcoma growing at the expense 
of the mucosa the glands tend to disappear as also the superficial epithe- 
lium, and the tissue is infiltrated with round and fusiform cells which 
stain poorly. The infiltrating poorly stained cells are found in clumps in 
areolar tissue which is well or poorly stained according as it is healthy or 
necrosing. The presence or absence of glands is an important element in 
the diagnosis. 
Augier relates and illustrates a case already recorded by his pupil 
Perdrigé in a graduation thesis (Paris 1911) : a tumour was removed from 
the cervix, partly tubular epithelioma, partly sarcoma containing cartilage. 
E.H.L.O. 


The Bang Diagnosis of Malignant Disease of the Body of the 
erus. 


T. W. EpEN (Lancet, May 25th 1912) in a lecture delivered at the 
Medical College discusses :— 

(1) The general incidence of malignant disease of the uterine body. 

(2) The early symptoms. 

(3) Changes in the uterus recognisable by clinical examination. 

(4) Conditions which modify the clinical features. 

(5) The differential diagnosis, illustrated by cases. J.M.W. 


A Case of Uterine Fibroid in a Pseudo-hermaphrodite. 

AuvRAy (Revue de Gyn., April 1912) records a case and gives the 
literature of uterine tumours found in hermaphrodites. The patient was 
aged 72 and was admitted with intestinal obstruction, she refused operation 
and died. The patient had a masculine build and appearance. She stated 
that menstruation had always been irregular and scanty. There was no 
history of miscarriages at any time. The following condition was found at 
the post mortem examination. A hypernephroma was present on the left 
side, otherwise there were no abnormalities present except in the pelvic 
viscera, which were removed entire. The uterus was enlarged by fibroids 
to the size of a foetal head, the cervical canal was elongated and opened 
directly on the vulval cleft, immediately behind the orifice of the urethra— 
the vagina being absent except for a small pocket below the clitoris which 
was much enlarged. The ovaries and tubes were present but were atrophic. 

Microscopic sections of the uterine tumour confirmed the diagnosis of 
fibromyoma. 

Auvray then gives short abstracts of other pseudo-hermaphrodites with 
uterine tumours or adrenal tumours. The article finishes with some 
observations on the removal of adrenal tumours and abstracts of a large 
number of recorded cases. C.W. 


Free Intra-peritoneal Hemorrhage from the Rupture of a Graafian 
Follicle. 

CRANWELL (Ann. de Gyn. et d’Obstét., April 1912) gives an account of 
an unusual case. The patient was 24 years old and had had three full 
term children. Menstruation had been quite regular and her general 
health good until she was suddenly seized with acute abdominal pain, this 
continued for eight days and was accompanied by nausea. When seen 
she had all the usual signs of an ectopic gestation accompanied by free 
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intra-peritoneal haemorrhage. At the operation the tubes were healthy 
but one ovary was bleeding from a small aperture on its surface. The 
patient recovered. 

A sketch of the ovary illustrates the article and shows a ruptured 
Graafian, follicle but no sign of ovarian pregnancy. , 

No special cause could be found for the haemorrhage and there was no 
history of family haemophilia. 

A short account of cases previously recorded is added. CW: 


Corpus Luteum and the Production of Cholesterine. 

CHAUFFARD, LAROCHE and GriGaut contribute a paper (Arch. Mens. 
d’Obstét. et de Gynéc., May 1912) on the corpus luteum and its function 
as a producer of glycogen. The suprarenal is a permanent gland secreting 
cholesterine while the corpus luteum is a temporary gland assisting the 
other at special times. They have made a large number of observations, 
microscopically and chemically, on the ovaries of the cow, sheep and 
especially of sow. In this last the ovary forms a bunch of corpora lutea 
and is specially suitable for investigation. 

Details are given of their histological methods and of the appearances 
of the yellow bodies in their various stages. Corresponding examinations 
for the quantity of cholesterine in the blood lead to the conclusion that a 
similar state probably obtains in the human ovary. They add that objec- 
tive examination of the corpus luteum of a sow does not enable one to 
determine the presence or absence of pregnancy. They suggest that this 
ovarian function explains the frequency of cholelithiasis after the meno- 
pause. E.H.L.O. 


Rupture of a Pyosalpinx as a Cause of .Acute Diffuse Purulent 
Peritonitis. 

W. M. BRICKNER (Surgery, Gynecology and Obstetrics, May 1912) 
reports an instance of this accident. 

The patient was a young married woman who, after being symptomati- 
cally cured of a gonorrhoeal vaginitis early in pregnancy, passed through 
a normal confinement at term. 

A month later the patient was confined to bed with acute pain in the 
right iliac region; no vomiting ; temperature 103°; pulse 90. Shortly after 
she had another similar attack from which she had just recovered when 
she was seized with acute abdominal pain while at stool. There was no 
vomiting ; the temperature was 103°, and the pulse r14o. 

Immediate operation was undertaken, and the right tube was found 
enlarged and thickened with a rent admitting the top of the thumb in its 
upper border. The appendages were removed and a cigarette drain was 
inserted. 

The patient recovered after a stormy convalescence. Cultures of the 
pus taken at the time of operation yielded no growth, but films were not 
examined. 

A study of the literature shows that 91 cases have been reported, of 
which 54 died and 35 recovered. In 36 cases the condition was found at 
autopsy. Of 55 patients, who were operated upon, 35 recovered, 18 died, 
and two were insufficiently reported. But of 28 cases operated upon during 
the first twenty-four hours only three died; while only seven recovered 
after the late operation. 

With regard to the etiology, twelve cases were stated to be clinically 
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gonorrhoeal, and twelve were of puerperal origin. There is also a third 
group, in which the author classes his own case, in which the infection 
was both gonorrhceal and puerperal. 

In most cases the rupture was spontaneous, but direct or indirect trauma 
brought about the accident in a few instances. 

A correct diagnosis was rarely made before operation. But it is of 
great interest to note that in several of the cases in this series there was a 
history of repeated attacks of severe abdominal pain for a week or more 
before the final rupture. The author regards such symptoms as of the 
utmost clinical importance as indicating the impending rupture of the 
tube and hence immediate operation. Further, the localisation of the pain 
low down in the iliac region, the history of gonorrhoea or of recent 
pregnancy are all suspicious of tubal disease; and these suspicions are 
strengthened if there is a tender mass in the pelvis. 

The ruptured tube should be removed at the time of operation if the 
patient’s condition does not forbid it. W.W.K. 


The Treatment of Ectopic Pregnancy. 

CHARLES A. STILLWAGEN, M.D. (American Journ. of Obstet., January 
1912) advocates delay in surgical interference until a time of election, and 
quotes extracts from many writers upholding this point of view, and states 
that the value of this opinion can only be determined by a careful accurate 
report of results by surgeons who defer operation in those cases which are 
manifestly unfit for the ordeal. The writer expresses the belief that if the 
patient be kept absolutely quiet haemorrhage will not often recur and cites 
a series of cases to show that it is an exception to find the bleeding 
persistent. In answer to the argument that delay caused increased 
morbidity Dr. Stillwagen says he is convinced that this does not result 
in a reasonable delay; many of his own cases had been deferred longer 
than was really necessary, yet he felt sure none of the operations were 
more extensive than had they taken place immediately after rupture. He 
states, however, that if there be any point in surgery upon which all 
surgeons were agreed it was the necessity for immediate operation in 
unruptured ectopic pregnancy. Fortunately the diagnosis was made much 
more frequently now than in the past. The condition presented definite 
and constant symptoms and if teachers and text books would picture it as 
vividly as they did the collapse following rupture, they might look forward 
to the time when early operation would be the rule and there could be no 
difference of opinion as to what to do with the patient once the diagnosis 
was made. He sums up his conclusions as follows :— 

(1) Ectopic pregnancy at any stage is purely a surgical condition. 

(2) The time of operation, in terminated ectopic pregnancy, should be 
determined entirely by the patient’s fitness to withstand surgical inter- 
ference. 

(3) The time of operation should be decided by a competent surgeon, 
each individual case upon its merits. 

(4) Operation should be done at the earliest period of election. 


(5) To justify any given course of procedure, a low mortality rate must 
be shown. S.J.A. 


Staphylococci in the Genital Tract in Normal Pregnancy. 
AMERSBACH (Zeitschr. f. Geb. u. Gyn., Bd. 1xx, Hft. 1) made an 
elaborate investigation of the vaginal secretion in forty normal pregnant 
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women. On eighty-one occasions Gram positive cocci were obtained, and 
these, in forty-eight per cent. of the cases, were identified by means of 
cultures, estimation of haemolytic powers, and the nature of their toxins, 
as true pyogenic staphylococci. In spite of this the puerperium in each 
case was not in any way affected. R.W.J. 


The Parathyroids and Maternity. 

More, (La Gynécol, April 1912) describes at some length the work 
recently done on the parathyroids and the production of tetany. A large 
number of experiments on rats, cats, dogs, goats and other animals shows 
that most of these animals seem to thrive fairly well when as much as 
three-fourths of the parathyroid tissue is removed. They are, however, 
apt to succumb quickly to fatigue or any intercurrent disease. The genital 
function, so far as impregnation and conception are concerned, is not 
seriously affected in either sex, but in the female pregnancy, parturition 
and lactation are all liable to induce tetany or some form of convulsive 
seizure. The names of many experimenters are given but there is no 
bibliography. 

In woman the association of tetany with lactation has long been known; 
Delpech (1846) described it ten years before Trousseau’s more famous 
“‘clinique.’”? Morel maintains that the clinical evidence supports the 
hypothesis that tetany and various convulsive disorders, including 
eclampsia, are due to thyro-parathyroid insufficiency, and that, taken 
along with the experimental results, it justifies us in believing it is the 
parathyroid insufficiency that is to blame. Morel believes further that a 
woman suffering from parathyroid insufficiency may have tetany brought 
on by the catamenia. E.H.L.O. 


Three Cases of Antepartum Eclampsia with Conservative Treat- 
ment. 

C. E. FerGuson (Amer. Journ. of Obstet., March 1912) contributes a 
short paper and discusses the possible origin of puerperal convulsion, and 
regrets that the explanation of the phenomena of eclampsia is as obscure 
and unsettled as the treatment. He points out that the methods of treat- 
ment are diametrically opposed one to the other, and quotes Bumm and 
Jellet in Europe as advocates of immediate evacuation of the uterus by 
accouchement force or vaginal Caesarean section, whether the spasms occur 
during pregnancy or during labour, and Herman of London who supports 
his theory that termination of labour does not benefit the patient by 
analysis of 2,000 cases in different lying-in hospitals, asserting that if the 
patient is forcibly delivered the danger incident to quick delivery is added 
to that of eclampsia, and if Czesarean section is adopted we are not certain 
of stopping the fits. The writer considers that procedures are gradually 
tending to the conservative method, and that all physicians are agreed that 
prophylaxis plays an important part, and suggests various drugs and 
methods of amelioration which have given good results, concluding his 
paper by detailing three cases successfully treated by conservative methods 
in all of which the mother did well and in two of which the child was born 
alive. 
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REPORTS OF SOCIETIES. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL 
SOCIETY. 


Friday, May 17th 1912. 
Dr. Crort, Vice-President, in the Chair. 


Dr. E. O. Crorr (Leeds) showed the following specimens :— 

(1) Uterus containing large fibroid removed by subtotal hysterectomy 
during puerperium for acute symptoms associated with red degeneration 
arising ten days after normal delivery. 

(2) ‘‘ Fibrotic ’”’ uterus removed from a patient aged 50 for long standing 
hemorrhage unrelieved by curetting and other treatment. Great uniform 
enlargement of uterine walls with excess of fibrous tissue especially marked 
around the blood vessels. 

(3) Cystadenomatous ovarian tumour with well marked calcification of 
the cyst walls. 

Dr. E. O. Crorr (Leeds) related 


THREE CASES OF MALFORMATION OF THE UTERUS. 


1. Uterus Didelphys. The first pregnancy proceeded to term, when a 
difficulty during delivery arose from the presence of a double vagina, a 
mesial septum undergoing partial rupture. When about six months 
advanced in her second pregnancy, examination revealed the remains of 
the septum forming a ridge in the lower part of posterior wall of the 
vagina, and in the upper part the vagina was still double. In each com- 
partment was found a normal cervix. The left cervix was that of the six 
months’ pregnant uterus. The right cervix was that of the right uterus 
of about the usual unimpregnated length. It was also noted that while 
the left pregnant cervix showed the usual signs of pregnancy, softening, 
patency, etc., the right cervix showed an old laceration with some eversion 
indicating that the first pregnancy had occurred on that side. The remains 
of the vaginal septum was dissected away and the pregnancy continued 
to term. 

2. Uterus Didelphys. The patient became pregnant for the first time 
three years after marriage. After about three months amenorrhcea, symp- 
toms as of threatened abortion came on, followed in a few days by severe 
pain in the left pelvic region with acute general symptoms. Examination 
revealed an apparently rather enlarged uterus with a larger very tender 
rounded swelling to the left of it. The symptoms and signs suggested an 
early pregnancy with an acute inflammatory condition of the left appen- 
dages, such as torsion of a cyst or an ectopic pregnancy. 

Just before operation an abortion of about ten weeks was expelled. 

The abdomen was opened. Complete double uterus and cervix were 
revealed. The right was that which had aborted and its ovary and tube 
were healthy. The left swelling was a left uterus to which a large pyosal- 
pinx was adherent with its corresponding ovary, also infected. The left 
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ovary and pyosalpinx were easily separated and removed and the patient 
rapidly recovered. Clinical evidence was conclusive of the gonorrhceal 
nature of infection. 


3. Absence of Fallopian Tubes. Patient married five years, never 
pregnant. Had operation for dysmenorrhcea and dyspareunia with some 
relief. Recently developed a persistent pain in right ovarian region with 
signs of an adnexal swelling on that side. Prolonged rest treatment failed 
to relieve. Exploratory laparotomy. Corpus uteri relatively small, cylin- 
drical, absence of usual intercornual width. From each cornu proceeded 
only a rudimentary trace of tube, less than half an inch long; beyond this 
no evidence of tubes on either side, there being merely a fold of peritoneum 
extending outwards to pelvic wall. 

Ovaries. On left side a small slightly elevated patch of ovarian tissue 
lying flat on posterior layer of broad ligament, with no development of a 
mesovarium. On the right side the condition similar, but from the ovary 
had developed a cyst about the size of a large plum. Owing to the absence 
of mesovarium the cyst occupied the broad ligament, a large portion of 
which had to be removed with the cyst. The peritoneum was everywhere 
smooth and healthy, and there were no adhesions or other evidences of 
inflammatory disease old or recent. 


ACUTE PUERPERAL, INVERSION OF THE UTERUS. 


Dr. HELLIER (Leeds) narrated the case of a young woman of 18 who was 
sent to the Leeds Infirmary from a distance of 36 miles with acute inversion 
of the uterus. She was confined March 24 1912, of her first child. There 
was some difficulty with the placenta which was said to have been brought 
away in two pieces, and there was much post-partum heemorrhage, which 
continued more or less up to admission on March 28th. On admission she 
was blanched and very ill, pulse varying from 128 to 140. Temperature 
about 102'5. The vagina was occupied by the fully inverted uterus. The 
os being effaced. The uterus felt like a large polypus with a pedigle two 
inches thick. The endometrium had a grey sloughy appearance and the 
vagina was full of dirty brown offensive discharge. A small portion of 
placenta remained adherent to the uterus. The patient was anzesthetised 
with hedonal, about 820 cc. of a 75 per cent. solution being injected into 
the veins at the elbow. After thorough disinfection of the vagina and 
uterus with lysol the inversion was reduced by manual taxis after about 
15 minutes perseverance. At first the uterus seemed so large and the 
pedicle so small and unyielding that reduction seemed unlikely to be 
accomplished without resort to a repositor, but at the end of the time 
mentioned it went up somewhat suddenly and easily. As the uterus was 
already in a condition of septic endometritis daily irrigation was ordered 
for the uterine cavity. Convalescence was retarded by a slight degree of 
phlebitis with swelling of the left leg, but this soon subsided, and she was 
discharged cured. 

Hedonal answered very well in this case and combined the advantage of 
saline infusion with anzesthetics. 

Dr. Hellier also mentioned a very similar case seen in 1909 in a patient 
attended by a midwife five days before he saw her. Here also the uterus 
was in a very offensive condition. Reduction was accomplished in about 
three minutes, but the patient suffered severely from sapraemia, but 
ultimately she made a good recovery under uterine antiseptic irrigation. 
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Dr. OLDFIELD (Leeds) related the following cases. 
ABORTION TETANUS. 

Mrs. S., 39. Twelve days after a three months’ abortion typical 
tetanus commenced. Anti-tetanic serum given subcutaneously, and 
repeated in large doses gave no relief. Chloretone and other vaunted 
curative drugs had no effect and the disease progressed until patient was 
unable to swallow, had general convulsions, became enfeebled and looked 
like dying very soon. By spinal puncture a few drams of cerebro-spinal 
fluid were withdrawn and ro cc. of anti-tetanic serum injected into spinal 
meningeal canal. Within 24 hours patient could open her mouth, and in 
48 hours she had little or no spasticity anywhere. She made a complete 
and rapid recovery. 


CHRONIC INVERSION OF 23 YEARS STANDING TREATED BY HYSTERECTOMY. 

Mrs. B., aged 53. Severe labour 23 years ago when ‘‘womb came down.”’ 
She was ill for a while but got about quite comfortably only suffering 
from menorrhagia and dysmenorrhoea. For a few years had to wear a 
pessary, but recently that does not relieve the bearing down feelings. 
Aveling’s repositor tried 10 years ago at another hospital, but it failed. 
I tried it for two days with no benefit. Incision of cervix did not enable 
me to re-invert, nor did continuance of incision downwards as far as 
fundus and upwards into Douglas’ pouch. 

Hysterectomy was easy, rapid and relieved the symptoms. 


GARTNERIAN Cyst. 


Mrs. Y., aged 35. Had an abdominal tumour for several years. Symp- 
toms were pain and menorrhagia and relative sterility. Thought to be a 
fibroid, but found to be a slightly distended broad ligament cyst. Con- 
tained blood-stained fluid and large quantity of blood-stained friable solid 
growth. It was adherent to neighbouring structures, but could be 
enucleated except from uterus near cervix where it was firmly adherent by 
broad band of fleshy tissue. Sections of friable solid growth shews 
adenoma-like structure cells being long and cylindrical, and the interstitial 
tissues densely infiltrated with small round cells. 


GLASGOW OBSTETRICAL AND GYNAICOLOGICAL SOCIETY. 
Session 191I—1I912. 


Meeting VI.—28th February 1912. 
The President, Dr. A. W. RussE.t, in the Chair. 
DISCUSSION ON PUERPERAL INFECTION. 


I.—PUERPERAL FEVER IN SCOTLAND, AND WITH SPECIAL REFERENCE TO 
GLASGOW. 


By Dr. A. W. RUSSELL. 


In the brief formal introduction of the discussion on puerperal fever, 
over which I have to preside, I thought at first that I would serve the best 
purpose by concentrating the attention at the outset upon the occurrence 
of puerperal fever in Scotland, and especially in Glasgow, for the latter is, 
after all, the thing that is of chief practical importance to our Society and 
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to medical practitioners in Glasgow. It is fortunate that, in addition te 
Dr. Johnston, the Physician Superintendent of Belvidere Fever Hospital, 
to which many of the cases of puerperal fever are sent, our Medical Officer 
of Health, Dr. A. K. Chalmers, has been able to accept our invitation to 
take part in the discussion. I am by this arrangement saved from the 
necessity of dealing with the figures in relation to Glasgow, and I know 
that he has some interesting facts to present to us in this respect. 


It is sufficient for me to point out with regard to the other statistics 
that the figures of the Registrar-General, imperfect and incomplete as they 
unfortunately are, abundantly prove that we are every year losing in this 
country thousands of mothers owing to insufficient care and defective 
method at the time of childbirth. These figures show that this fact 
needs, perhaps, greater emphasis to-day than ever, and this in spite of the 
spread of those enlightened views which have done so much to improve 
the results and extend the scope of general surgery. 


Take the Registrar-General’s return for the year 1900 as an average 
example, and we find that 6,071 deaths were registered for the United 
Kingdom as due to disease or accident at the time of childbirth (including 
sepsis), and of these 2,563 were definitely certified as due to puerperal 
sepsis. Of these Scotland provided 567, and 225 were certified as due to 
puerperal sepsis. During the ten years (1891—1900) the deaths in Scotland 
due to diseases and accidents at childbirth (including sepsis) numbered 
6,042, and those definitely certified as due to puerperal sepsis amounted 
to 2,574. These figures certainly understate the actual facts as to the 
mortality in childbed. And there has been little, if any, improvement in 
the figures’ during the last nine years (1901—1909) for which particulars 
are as yet available. For these nine years the total deaths due to accidents 
and diseases of childbirth numbered 6,038, and: of these there are 2,392, 
which are definitely certified as due to puerperal sepsis. But this is not 
the whole tragedy. We must remember the much larger number who 
survive the accidents and diseases incident upon childbirth, and continue 
many of them to suffer. An attempt has been made to estimate these cases, 
and it is believed to be a moderate computation that for every woman that 
dies in childbed there are at least five that are more or less permanently 
maimed, as a result either of a milder degree of infection or of imperfect 
method in delivery. 


In my address to this Society on ‘‘ Prophylaxis in Obstetrics,’’ when I 
took office as president, I gave prominence to similar figures. 


To show how little influence such epoch-making discoveries as the use 
of chloroform and the introduction of antiseptics have had in the preven- 
tion of puerperal sepsis, I borrow and introduce here a small table from the 
presidential address of the late Dr. Milne Murray to the Edinburgh 
Obstetrical Society in November 1900 :—- 


Mortality from puerperal fever in England and Wales :— 


1847—1856, Early anesthesia, no antiseptics, 1°89 mean deaths per 1000. 

1875—1884, Anzesthesia general, early antiseptics, 2°28 mean deaths 
per 1000. 

1886—1895, Anesthesia general, antiseptics general, 2°46 mean deaths 
per 1000. 


There is thus an actual increase in the death-rate from puerperal sepsis 
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concurrent with the adoption of these beneficent principles, anzesthesia and 
asepsis. 

We are not surprised that Dr. Milne Murray should ask the question, 
“Are we then to conclude that, so far as obstetrics is concerned, the 
discoveries of Simpson and Lister are in vain, nay, rather, that it would 
have been better had neither of them lived? ” 

There is another side to the picture, however. Our modern hospitals 
have proved that sepsis can be reduced to a minimum, and my hospital 
colleagues will, I am sure, agree with me when I say that fear of previous 
septic infection is the only thing that stays our hands in the most serious 
operative procedures that are designed nowadays to save both mother and 
child. Even a prolonged labour and a notable error in diagnosis can 
usually be atoned for; a careless handling at any stage of the labour, and 
consequent infection, will almost inevitably prove fatal. 

The subject has important bearings and varied relations, and the more 
important of these will now receive attention at the hands of representatives 
of different branches of our profession. 

The following points seem to me to demand further and serious con- 
sideration :— 


1. The widespread and persistent prevalence of what is admittedly a 
preventable disease. 

2. The need for proper definition of the condition that must be notified, 
and for early fearless diagnosis and notification as an aid to effective 
treatment. 

3. The wider and more practical recognition of the fact that the process 
of childbirth needs asepsis from beginning to end. 

4. Such further practical instruction of the student and young practi- 
tioner as will enable him to grasp the true principles involved in attendance 
on such cases. 

5. The proper legal control and education of all nurses and midwives. 


PUERPERAL FEVER AS SEEN IN THE Municrpa, Hospitat, WARDS. 
By Dr. A. JOHNSTON. 


Puerperal fever has probably been known as long as midwifery has 
been studied, not only in the human but among the mammalia generally. 

It has received particular attention in Glasgow since the Infectious 
Disease (Notification) Act, 1889, came into force, and its inclusion in the 
list of diseases for compulsory notification. 

It is not a specific disease in the sense of small-pox or typhus, but an 
evidence of illness due to a variety of causes and involving numerous 
structures. 


The joint-committee of the Royal College of Physicians of London, in 
their Nomenclature of Disease (1906, p. 7), state in a note—‘‘ The term 
puerperal fever has been removed from the nomenclature. Pyzemia, septi- 
cemia, or septic intoxication occurring in puerperal women should be 
described as ‘ puerperal pyzemia,’ ‘ puerperal septiczemia,’ or ‘ puerperal 
septic intoxication,’ respectively.” Other conditions formerly included 
under the term ‘‘ puerperal fever ’ should be returned under the affections 
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consequent on parturition (p. 229)," the word “ puerperal” being in all 
cases prefixed to the word denoting the local process. 

In actual practice the term ‘‘ puerperal fever ”’ is still used, and is made 
to include all cases where, after confinement, the woman exhibits a febrile 
temperature and quick pulse, with possibly a rigor, and without obvious 
cause other than the puerperal state. 

[Dr. Johnston quoted at this point statistics from the published reports 
of the Medical Officer of Health showing the incidence of puerperal sepsis 
in Glasgow, and at the same time exemplifying the operation of the 
Notification of Births Act. Vide Dr. A. K. Chalmers infra.) 

Whatever may be said for the notification and isolation of puerperal 
sepsis, there can be no doubt that the condition is a serious one, and 
attended by a high mortality. 

I have collected cases admitted to the City of Glasgow Fever Hospitals 
during the past nine years to the number of 652, with 263 deaths, equal 
to a case-mortality of 40°3 per cent. 

Puerperal fever is wound fever—the wound being either that of the 
placental site or one resulting from laceration of parts. 

The infection is bacterial. Puerperal sepsis or septic midwifery 
describes the condition. 

The organisms are various, but streptococci are most numerous. 

Systemic infection occurs—(a) the inflammation may spread from the 
uterus by the Fallopian tubes to the peritoneal cavity; (b) infection of the 
blood-stream rapidly fatal; (c) travel by the lymphatics. 

During the past three years my experience of cases of puerperal fever 
in Belvidere Hospital is as follows :— 


Puerperal fever— 


Admitted as ‘‘ puerperal”’ fever = - - - - 285 
Admitted as ‘‘ continued ’* fever - - - 2 
Admitted as “ undefined” fever - - - - I 
Admitted as ‘‘ enteric ’’ fever (?) - 2 
290 
* These include— Puerperal septicaemia. 
Post-partum haemorrhage. Puerperal pyzemia. 
Retention of placenta, &c. Puerperal septic intoxication. 
Metritis. Fistula. 
Phlebitis. Inflammation of breast (mastitis). 
Venous thrombosis. Abscess of breast. 
Phlegmasia dolens. Puerperal insanity. 
Pelvic inflammation. Convulsions. 
Pelvic perimetritis. Tetanus. 
Pelvic parametritis. Neuritis. 
Pelvic abscess. Sudden death after— 
Perimetric. Delivery. 
Parametric. Shock. 
Sloughing— Nervous exhaustion. 
Cervix uteri. Thrombosis. 
Vagina. Embolism. 
Perinzeum. Air in veins. 
Bladder. Cerebral haemorrhage. 


Rectum. 
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Cases admitted as “‘ puerperal fever” with diagnosis corrected :— 
Not puerperal— 
Pneumonia - - - 4 
Pleuroangina - - - 1 
Tubercul. pleurisy - - : - 
Subacute rheumatism - - - I 
Acute gastritis - - - - - 2 
Septic meningitis - - - = 2 2 I 
Gastric catarrh - - = I 
General tuberculosis - I 
12 
Of this total of 302 patients there are 290 cases of puerperal sepsis for 


analysis. 

The deaths numbered 123, equal to a death-rate of 42°4 per cent., and 
practically the same as in the other tables. 

An analysis of the 167 cases followed by recovery shows :— 


Subinvolution of uterus - - - - + 126 
Rupture of perineum - - - = = =~ "4 
Rupture of vaginal wall - - - - - 9 
Rupture of cervix - - - - = af “38 
Rupture of cervix, with slough - - - - 

Ulcers of cervix - - - - 3 
Retention of placental tissue - + - - - 26 


(From placenta complete with cord to the smallest 
undoubted fragment.) 


Retention of shreds and débris - 23 

Retention of clot - - - - = - 24 

Muco-purulent discharge - - 68 

Mammary abscess - - - = 

Gluteal abscess - - - - - B I 

Pelvic cellulitis - - - - - - = 438 

Pelvic cellulitis and abscess formation - - - 2 

Pyosalpinx - - - - 

Bronchitis - - - - - e ~ 8 

Pleurisy - - - - - 

Pleurisy and pneumonia - - - - - 5 

Pleurisy and pneumonia and empyema~ - - *= 2 

Venous thrombosis - - - - 2 - 

Insanity (puerperal)  - - - - - - 4 

Classification of the 123 fatal cases :— 
Certified cause of death— 

Septiccemia - - - - - 46 

Metritis  - - - - - - - 

Pyemia - - - - - - 

Thrombosis and enfbolic pneumonia - - - - 8 

Salpingitis and g. peritonitis - - - - a 
(P.) eclampsia - - - - - 
Sept. pleurisy and pneumonia - - - ee: 

Post-partum hemorrhage and sl. sepsis - - 1 

123 
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Contributory causes of death were— 


Chronic cardiac valvular disease - - - : 3 
Chronic nephritis - - - - - Se | 
Fatty degeneration heart - - 1 
Syphilis - - - - : I 
Phth. pulmonary - - - 8 
Erysipelas of face - I 
Complications in the 42 fatal cases examined post-mortem— 

Pyzemia - - - - - - 9 
Abscess of joints - - - - 5 
Abscess of joints and endocarditis - - I 
Abscess of joints and empyema - - I 
Abscess of joints and thrombosis - - I 
Abscess of joints and chronic heart and 

kidney disease - - - - I 

Eclampsia - - - - 

Thrombosis - - - - =) 

G. peritonitis - - - - - - - 13 
G. peritonitis - - - - - 8 
G. peritonitis, pelvic abscess - - - 3 
G. peritonitis, hypost. pneumonia - - 2 

Endometritis - - - - - - - 6 
Tubercle - - - - - - I 
Fatty degeneration of organs - - . I 
Septic pneumonia - - 2 
Septic pneumonia and card. V.D. - - I 
Septic pneumonia and meningitis - - I 

Septiczemia (without gross lesion) - 

Pelvic cellulitis - - - - 
Pelvic cellulitis - - - I 
Pelvic cellulitis and thrombosis - - 

Metritis - - - - - : - 3 
Abscess in uterine wall and peritonitis : I 
Abscess in uterine wall and pneumonia - 

42 
Lesion allowing absorption of sepsis in the fatal cases— 

Uterus (placental site and Fallopian tubes) - - 31 

Perineal laceration - - - - 4 

Vagina and cervix - - I 

Perineum and cervix - - - - I 

42 


These observations go to demonstrate the absorption of sepsis to be 
much more common from the uterus than from lacerations of other 
structures. 

Treatment. Of the first importance is prevention—(a) lacerations; (b) 
too many vaginal examinations; (c) use of vaginal douche Muring labour; 
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(d) introduction of micro-organism by hands or instruments not completely 
sterilised ; (e) retention of placental tissue or membranes within the uterus. 

After delivery the woman may be infected from—(a) her rectum or dirty 
clothes; (b) vaginal douche; (c) sepsis carried by the nurse from other 
patients. This implies the practice of aseptic midwifery on the same 
general lines as aseptic surgery. The active treatment of cases of puerperal 
sepsis amounts to making the best of a bad situation. 

The patient is placed in the lithotomy position, and a thorough examina- 
tion is made of the genital organs and other pelvic structures. A general 
anzesthetic may in some cases be used. Any débris found in the uterus 
is removed digitally when possible. A blunt spoon curette may be passed 
lightly over the endometrium. A hot antiseptic intrauterine douche may 
then be used, the cavity swabbed with an antiseptic, and, if necessary, 
packed with antiseptic gauze. Vaginal and intrauterine douching may be 
continued till all uterine discharge has ceased. 

Constitutional treatment consists generally in the administration of, 
say, quinine, strychnine, ergot, &c., also stimulants and sedatives, as 
indicated by the condition of the patient. Fluid diet, while the tempera- 
ture is elevated, is necessary, a large quantity (5 pints or more) being 
valuable in flushing out the tissues of the body. 

My experience of antistreptococcus serum as a therapeutic agent in 
puerperal sepsis is such as to make me regard it as worthless. I have 
never, so far as I can judge, seen any benefit from its use, and I have 
occasionally seen abscess formation at the site of injection. 

I cannot close my remarks without referring to the possibilities of 
treatment by autogenous vaccines, and particularly to some original work 
done on the subject in Belvidere Hospital by my ex-senior assistant, Dr. 
Carswell Marshall. Dr. Marshall found the treatment to be only possible 
in the less acute forms of puerperal sepsis, the acute cases being too 
rapidly fatal to allow of there being time for the preparation of the auto- 
genous vaccine. The method adopted in preparing the vaccine took not 
less than four days and sometimes longer. 

Of the 123 fatal cases 63 (or more than half of the total) died within 
four days of admission—the minimum time required for the preparation 
of a vaccine. 

The diversity of organisms present in puerperal sepsis makes it very 
doubtful whether any stock vaccine is worth a trial. One organism (from 
whatever source—blood or uterine discharge) which was present in greatest 
numbers, and which was at the time the most probable etiological factor, 
was held to be the responsible cause of the infection, and isolated from the 
cultures. 

This method of choosing one organism for the vaccine is not beyond 
criticism, yet the alternative of making a combined vaccine of all the 
organisms present, raised the question as to whether harm might not be 
done by injecting a vaccine composed of organisms, some of which might 
only be saprophytic and not pathogenic. The conclusions were :— 

1. Subacute puerperal infections seemed to derive benefit. Pelvic 
cellulitis apparently cleared up quickly. 

2. No harm (except possibly in one case where a secondary septic 
thrombosis followed injection of the vaccine, but the patient recovered) 
seems to have been done, even if no benefit followed the use of the vaccine. 

3. The position of the vaccine seemed to be an aid to thorough anti- 
septic measures. 
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IIJ.—PUERPERAL FEVER FROM A CONSULTANT’S POINT OF VIEW. 
By Professor MURDOCH CAMERON. 


I have been asked to speak upon puerperal fever from a consultant’s 
point of view. 

Too frequently, when called to see a case, the condition has already 
been recognized, and there remains only the question as to whether any- 
thing can be done other than what has already been tried. 

When called early, however, differential diagnosis has to be made as to 
whether the disturbance as evidenced by the increased pulse-rate and high 
temperature is due to one or other form of sepsis, or whether it may be 
due to some less serious cause than sepsis. 

The possibility of febrile attacks unconnected with the puerperal state 
must not be overlooked. In two cases where the cause was very obscure 
I found that in one the disturbance was due to the presence of a midden 
heap adjoining the bedroom wall, and in the other to a collection of sewage 
under the floor. Upon the removal of the patients the alarming symptoms 
very soon subsided. 

If the case is one of puerperal sepsis my mind is greatly relieved when, 
after examination, I am able to diagnose the case as one of sapreemia, due, 
of course, to the retention of placental tissue or other débris. 

Here you have a local uterine infection, due in most instances to the 
presence in the uterus of saprophytic bacteria, with or without pathogenic 
organisins. 

The clinical symptoms are due to absorption of the toxic products giving 
tise to pyrexia, foetid lochia, and arrestment of involution. 

The first symptoms generally appear about the second or third day, but 
may be later. The temperature may vary from 100° to 104°, and the pulse- 
rate increases with the rise of temperature. The symptoms are such as are 
mentioned in all text-books. 

Besides the symptom of foetid lochia, there is in some instances fresh 
bleeding at intervals. If the condition be recognized, it is very amenable 
to treatment; but if not, general infection will be indicated by the onset of 
rigors and very severe febrile disturbance, or it may be by local pelvic 
lesions. 

In some cases a barrier of leucocytic infiltration has been set up between 
the putrid mass and the uterus, and in a few of these the symptoms of 
foetor and bleeding, lasting over weeks, have given rise to a suspicion of 
cancer. The removal of the putrid mass was soon followed by rapid 
recovery of health. 

In many cases endometritis, either of a putrid or septic form, with more 
or less metritis, may be met with, and these are more troublesome than 
simple cases of retained placental tissue, especially if thrombosis or minute 
collections of pus in the thrombi exist. 

In some cases of streptococcic infection the interior of the uterus is 
smoother, and little evidence of necrosis is found; but the placental site 
may be thickened and irregular. 

The symptoms of septicaemia are, as a rule, of greater severity than 
those of sapraeemia, and much less amenable to treatment. 

The severity of an attack is thought by some to depend a good deal on 
the degree of attenuation. The attack is generally acute, and usually sets 
in from the first to the fourth day, unless in cases of late infection. Besides 
the usual symptoms as evidenced by the rapid pulse, high temperature, 
tympanitis, diarrhoea, sleeplessness, and delirium, I have often been struck 
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by the almost constant character of the voice, which is tremulous, even 
when the patient states that she feels better. 

Without other information I have frequently been able to single out a 
suspected case from others by this peculiar tremor of the voice. Where 
possible—that is, when ‘there is no lesion in the vaginal tract—the cervix 
should be exposed, swabbed, and a probe with sterile cotton passed into the 
uterus as far as the fundus. In this way swabs for bacteriological examina- 
tion can be secured free from vaginal secretion. 

In a number of gynzecological cases—that is, apart from pregnancy—I 
have obtained specimens of cervical secretion which, on exainination, were 
found to be quite sterile. 

Pyemia I have rarely met with, but when it existed the cases were 
well marked. Other complications I need only mention, such as phlebitis, 
perimetritis, parametritis, phlegmasia alba dolens, and salpingo-ovaritis, 
seeing our discussion is concentrated on sapreemia and septicaemia. 

As regards the first, I rely upon removal of all débris with the finger. 
The use of a curette I would condemn as dangerous, as it is likely to open 
up channels for fresh absorption. Afterwards I swab out the cavity with 
gauze, and then apply carbolic acid and camphor, or formaline lotion, of 
from 5 per cent. to 10 per cent. on a swab. 

I do not favour intrauterine douches, unless given with caution, and 
with the vessel containing the fluid only slightly raised above the level 
of the bed. 

In several instances I felt convinced that the douche did harm by 
washing septic material into the tubes. 

For internal remedies I have tried quinine, salicylates, and opium. 
Serum, in the experience of some, appears to have given very indefinite 
results ; but in my experience it has saved the lives of several patients. 

As regards the frequency of puerperal fever, I consider that it is due to— 

1. Too early use of the forceps. 

2. Injury to soft parts. 

3. Prolonged labour. 

4. The want of proper precautions. 

5. The lax control of midwives. 

Only by taking the same precautions as observed in other operations 
can the physician look for the abolition of puerperal fever, and this applies 
to every one who may in any way have to do with the patient during the 
puerperium as well as during the labour. 


IV.—PUERPERAL FEVER FROM A GENERAL PRACTITIONER’S STANDPOINT. 
By Dr. JAMES CRAIG. 


Fortunately the general practitioner of to-day does not see the same 
number or the same virulent type of case of puerperal fever which the 
practitioner of twenty or thirty years ago saw. Even in the ordinary 
exanthemata the type of fever described by Murchison is not the modern 
classic one. Even disease seems to have fallen under the spell of the 
‘“‘ variety ’? quick change artist, and the present conditions differ very 
materially from those described by our illustrious predecessors. The 
classic lineaments of well-nigh every disease have become so obliterated 
or modified as to be almost unrecognisable. .The wizard of medicine has 
been abroad, and hey, presto, many a change! The teaching of Lister has 
permeated everything, and the obstetrical world has benefited in no small 
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measure. The antiseptic method has penetrated the cottage of the poor 
and lowly, as well as the ten-storied mansion of the rich and great. The 
poorest in the land now has the bottle of lysol, the boracic lint, and the 
pound of gamgee in anticipation of the puerperium. In earlier years these 
things were non-existant, and the ordinary rudiments of cleanliness were 
entirely unknown. When I started first in practice a woman was allowed 
to lie nine days after a confinement without being washed or even having 
her hair combed, and to give her a drink of cold water was a sacrilege! 
The smell of the lying-in chamber was simply indescribable, and when you 
tried to improve matters on commonsense lines you were tabooed or vilified 
or pilloried as an unfeeling scoundrel. In those days the gospel of dirt 
had free course and was glorified, and not even an Almroth Wright could 
have found fault with them as being lukewarm to the creed. The tradition 
had been handed down from mother to daughter, and so we had a perpetua- 
tion of the folly in every succeeding generation. Small wonder, then, that 
puerperal fever was indigenous to such a soil, and its epidemic nature was 
one of its worst features. A neighbouring colleague of one of my early 
chiefs had a bad epidemic of this nature when I first went out as an 
assistant. Wherever this poor man went to a confinement the angel of 
death followed him and claimed the mother, and ultimately he stopped 
attending them and went on holiday. My chief and I divided his confine- 
ments between us, and things went on very well. Latterly my chief went 
to his colleague’s house to live and work his practice for him, and then he 
too began to have puerperal fever following him in an alarming fashion. 
Being a very sensitive man he stopped practice, and we got a locum to 
attend and lodge outside, and it was only then the epidemic burned itself 
out. The doctor’s house seemed to create an environment for it from his 
residence in it. Of course, we have all met the doctor who never sees a 
case of puerperal fever—unless that of a colleague! It would certainly be 
libellous to say he did not know it when he met it; but Matthew Arnold 
would say that definition would be the death of such a statement. Unfor- 
tunately, puerperal fever is very difficult to define, and the name is applied 
often to a congeries of symptoms rather than to any specific combination 
of symptoms. To narrow it down to puerperal septicaemia is too limited 
for general practice, and I cannot say I have seen much good result from 
treating it on these lines with antiseptic serums or vaccines. It is 
undoubtedly a disease with a local origin and of a septic nature; but it very 
soon transcends its bounds, and becomes systemic. I have seen two cases 
now in which the initial rigor and fever started two and three days before 
delivery. The poor general practitioner is often being reminded that it is 
his readiness to use forceps and lacerating the genital tract which predis- 
poses his patient to this disease. But we get puerperal fever in normal 
cases of labour, and how indeed could the vast majority of births take place 
without some bruising and tearing of the surrounding parts? Idiopathic 
cellulitis springs up without any external wound being discovered, and 
why may we not reason the same by analogy with puerperal fever? 
Anzemic people and fair people are the most prone to it, as well as highly 
strung nervous people. Dark people are not so prone to it, and when they 
do take it, it is very chronic, and finishes up with some complication— 
rarely with death. Tubercular people are not prone to it; indeed, the 
puerperium in such people is usually mild and easy. Rheumatic people 
are fairly immune from it. Nevertheless, if certain unsavoury conditions 
are allowed to prevail, no one is immune from this disease. It strikes up 
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most frequently in rooms that are badly aired, untidily kept, full as a 
broker’s shop with furniture, smelly and dust-begrimed all over. We have 
got the upper-hand of puerperal fever just in proportion as we have 
; succeeded in sweeping all these unlovely conditions away. If we had as 
general a distribution of cleanly and tidy habits amongst the people as we 
have of antiseptic ideas, I think we could say we had reached the millen- 
nium. Wherever one goes one is convinced of this fact that, if cleanliness 
is next to godliness, large numbers of us are very far from the kingdom 
of heaven. No sanitary authority’ is able to cope with bad habits of 
personal cleanliness. Even the offer of prizes would not help mothers very 
much, as it is not on the curriculum of any of our schools. If we could 
get the average individual to wash and be clean we could diminish con- 
siderably the number of our septic diseases. The very last case of puerperal 
fever I was called into had been attended from an institution where the 
methods are quite up-to-date, and the people had nothing but praise for 
the nurses and doctors who had attended her so assiduously, and these 
factors could not have contributed to the cause of it. But when you saw 
the condition of the house and its inmates you did not wonder that 
puerperal fever had occurred there. The atmosphere was stifling, and the 
collection of chests and coverlets and antimacassars had not been dusted 
for years. The face of the mother of the patient would have delighted George 
Borrow, the lover of gipsies. It was a dark olive-green colour, due to dirt 
and grease—the accumulation of weeks. The hands were ditto, and it was 
these hands which had to carry out your antiseptic precautions in your 
absence! Why, it is only lately that they have ceased washing newly-born 
children in the dirtiest common bedroom utensil—the chamber. To absorb 
the lochia they thought any old dirty rags would do, and unwashed babies’ 
napkins were freely used for such a purpose before gamgee came on the 
scene. By getting rid of many of these dirty habits, we have reduced the 
number and the type of case, and let us hope that by more minute atten- 
tion to detail in personal cleanliness we may wipe out this unfortunate 
disease altogether. 

Sepsis of the cord sometimes causes nasty puerperal conditions. The 
dressing of the cord I always look after myself. I put one ligature on at 
separation of the child from the mother, and another on it when I dress 
the cord before the baby is clothed. I dust the cord and abdomen with a 
mixture of boracic acid and iodoform, and wrap up the cord in a piece of 
boracic lint. Since adopting this method I have had no trouble with the 
cord either in bleeding or sepsis, or anything dangerous to the mother. 
Before adopting this routine plan I lost two babies with tetanus. More- 
over, I am quite certain that I have seen a few cases of puerperal septicazemia 
which were traceable to septic infection from the cord. The burned rag 
or piece of gamgee is not always in an aseptic condition for dressing the 
navel, but a piece of boracic lint is an unfailing stand-by, and meets 
trouble by anticipation. In long drawn-out labours, bad forceps cases, or 
complicated forms of presentation, involving much handling of the patient, 
I always give quinine, or quinine and opium as a routine practice; and I 
think this anticipates very much the broken water and bad weather your 
patient is probably about to reach. Routine douching I do not believe in, 
as I have seen many cases in which I think it did more harm than good. 
The water and utensils used cannot always be depended upon to be perfectly 
aseptic, and this accounts for much of our want of success in the treatment 
of such cases. If you have decided to douche, it will be all the more 
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reliable if you superintend the operation yourself. By acting in this way 
you will save yourself many weary hours of ceaseless vigil and anxiety. 
When the patient’s friends do it they often get the loan of appliances which 
have been long out of use, and no amount of sterilising can ever make them 
clean. Attention to these small matters of detail is most important in 
general practice, and no one can afford to ignore them who wishes to be 
thorough and painstaking and consistent in the special work he has 
undertaken to do. When all possible eventualities have been reckoned 
with, when every adverse condition has been anticipated, then we must feel 
satisfied that everything has been done that human foresight and ingenuity 
could accomplish. If disaster should overwhelm us after all these precau- 
tions, the mental stocktaking will not so often be accompanied by feelings 
of disappointment that we had not acted differently, or left undone those 
things which we ought to have done. 


V.—PUERPERAL FEVER IN RELATION TO THE DEPARTMENT OF PuBIIC HEALTH. 
By Dr. K. CHALMERS. 


Dr. Chalmers prefaced his remarks on the present distribution of the 
disease in Glasgow as disclosed by notification, &c., by a reference to its 
history during the past twenty years. 

1. The prevalence of puerperal fever.—Some of the previous speakers 
had suggested that the wider application of the principle of asepticism to 
midwifery practice had been associated with a reduction in the prevalence 
of the disease, but this could not be established by any apparent decrease 
in the number of cases notified. 

The following figures, taken from the Medical Officer’s report of last 
year, illustrate this :— 

1891—1895, 354 cases notified; case-rate per 1000 births, 3°2; case- 

mortality per cent. 64'1; death-rate per million living, 70. 

1896—1900, 399 cases notified; case-rate per 1000 births, 33; case- 

mortality per cent., 61'4; death-rate per million living, 68. 
190I—1905, 466 cases; case-rate per 1000 births, 3°8; case- mortality per 
cent., 64°8; death-rate per million living, 60. 
1906—1910, 581 cases; case-rate per 1000 births, 4°9; case-mortality per 
cent., 52°3; death-rate per million living, 

For the same four quinquennia, the death-rate from erysipelas per 

million living was 85, 44, 48 and 41 respectively. 

With regard to the apparently increased prevalence in the last. quin- 
quennium of the above table, it might be suggested (and it was indeed his 
own view), that this was due simply to a more rigid interpretation of the 
Notification Act, since its operation had been reinforced by the Notification 
of Births Act and the attention which had been directed to the causes of 
infant mortality. This view, he thought, was supported by the obvious 
decrease in the case-mortality during the same period, unless it was 
attributed to some alteration in the technique of treatment with which he 
was unacquainted. In these circumstances the contrast, therefore, between 
an increasing case-rate and a decreasing case-mortality, rather suggested 
that the greater supervision of infant lives had led to a larger proportion 
of puerperal fever cases being notified. 

The last column in the table showed in quite a definite manner, he 
thought, the lack of any association between the prevalence of erysipelas 
and that of puerperal fever. The death-rate from the former had at least 
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not undergone any decrease during the past twenty years, whereas that of 
erysipelas showed a fall, which was not only marked but so sudden as to 
suggest the introduction of some artificial factor in the middle of the 
nineties decade which he was unable to define. 

2. Its relation to the nature of attendance at births.—Since the introduc- 
tion of the Notification of Births Act a specific inquiry had been made 
into the nature of attendance at birth in each case notified. Until the 
introduction of the Act it had always been difficult to get such information 
as enabled one to compare the occurrence of puerperal fever in the practice 
of the qualified practitioner with that of the trained and untrained mid- 
wife, but this could now be stated in relation to the nature of the attendance 
at over 60,000 births in the following manner :— 

During the years 1908, 1909 and 1910, of the total number of cases of 
puerperal fever, 29'4 per cent. occurred when the birth was attended by the 
doctor alone, 28°5 per cent. by a certificated midwife alone, 238 per cent. 
by an uncertificated midwife alone, and 18'3 per cent. by midwife or nurse 
followed by doctor. 

It thus appears that less than 30 per cent. of the cases of puerperal fever 
occur in the practice of qualified practitioners when they are responsible 
for the attendance from the beginning, and, as these cases occur in less 
than half the number of confinements, it is well to look a little more closely 
at the question. This is done by considering the following figures :— 

In 1908, 1909 and 1910, out of 30,626 confinements attended by a doctor 
alone, there were 100 cases of puerperal fever—a rate of 33 per thousand 
births. In the same three years, out of 36,207 confinements attended by a 
midwife alone, there were 238 cases of puerperal fever-—a rate of 66 per 
1,000 births. 

This analysis makes it, I think, quite clear that puerperal fever is 
occurring in the practice of nurses and midwives at twice the rate which 
obtains in the practice of qualified practitioners when they have charge of 
patients from the beginning, and in my opinion the Obstetrical Society 
would be well advised, and also do a work of immeasurable assistance to 
parturient women to further the efforts which local authorities in Scotland 
and their medical officers of health are making to have a midwives’ bill 
for Scotland placed on the statute-book. 

3. Duration of incubation period in the two groups of cases.—There are 
other aspects of the question which these two groups illustrate, and which 
are worthy of the closest attention from the members of the society ; I mean 
the interval which elapses between the confinement and the appearance of 
symptoms of puerperal fever, and which may be regarded as the period 
of incubation. 

Seventy-seven per cent. of the doctors’ cases occur within the first five 
days after delivery, but less than 55 per cent. of the midwives’ cases. If 
we assume that infection implanted during delivery will manifest itself 
within a period of five days then we have a suggestive contrast. One may 
put it this way, the infection occurring in the medical practitioners’ cases 
is in three out of four cases contracted during labour, while in the practice 
of midwives it occurs about twice out of four times. And in connection 
with the larger proportion of cases sickening after this period among the 
midwives’ patients, it is fair to the midwives to remember that many of 
their patients are among the poorest of the population, which means that 
their practice is largely amongst those who can only make very inadequate, 
and in most cases, quite unsuitable provision for conditions peculiarly 
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prone to septic infection. But that so large a proportion of their cases 
should sicken after the first five days suggests, I think, that both patient 
and midwife must aim at a much higher standard of cleanliness with regard 
to person and clothing than is at present reached. 

In relation to this the society might well help to remedy these conditions 
by promoting the formation of some Guild of Help which would enable 
the lying-in woman of the humbler classes among us to obtain such a 
standard of cleanliness, both in person and equipment, as has been made 
possible in Germany through the influence of the Women’s National 
Association. 

There was a good deal of substantial fact behind the claim made by the 
association just named, that no woman in Germany need be confined in 
circumstances prejudicial to her own health or the health of her child. 


VI.—THE PREVENTION OF PUERPERAL INFECTION. 
By Dr. ROBERT JARDINE. 


This is an age of preventive medicine, and puerperal fever can be 
included among the preventable diseases, although there are certain cases 
in which the ordinary preventive measures will fail. I have published 
details of a number of such cases, but they are very exceptional, and with 
them we are not now concerned. 

In his opening address the president gave some statistics from an 
address delivered by the late Milne Murray, and I shall not repeat the 
figures; but I shall give you the conclusions which Milne Murray drew 
sepa these figures. He said— 

‘I feel sure that an explanation of seen of the increase of maternal 
mortality from 1847 onwards will be found in, first, the misuse of an@s- 
thesia; and, second, in the ridiculous parody which, in many practitioners 
hands, stands for the use of antiseptics. In a word, the use which has 
been made of two of the greatest blessings of humanity has converted them 
into little else than a curse. Before the days of anzesthesia interference 
was limited, and obstetric operations were at a minimum, because inter- 
ference of all kinds increased the conscious suffering of the patient . . 
When anesthesia became possible, and interference became more frequent, 
because it involved no additional suffering, operations were undertaken 
when really unnecessary, on demand of the patient, or for the convenience 
of the practitioner; and so complications arose, and the dangers of labour 
increased. But the knowledge that this interference involved risk must 
have served as a salutary check to some extent. Then came the antiseptic 
era. Here was now the panacea for all the dangers of childbed. All that 
was necessary was to dip the instruments for a few minutes in a carbolic 
lotion, and the hands in one of half the strength for half the time, and all 
danger was at an end. The forceps was passed through an undilated os; 
if it tore slightly no matter, the antiseptic made that quite safe. Turning 
was now a matter of mere manipulative skill—a clean hand in the uterus 
could now do no harm. This is no mere caricature; and if it represents 
the methods of any reasonable proportion of practitioners, what wonder 
the cup was so often full of death? ” 

These words were as true to-day as they were when Milne Murray spoke 
them. 

Antiseptic and aseptic methods have practically abolished septic infec- 
tion in surgical work, both in hospital and private practice. In the 
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maternity hospitals, which were at one time hotbeds of infection, the same 
happy condition now exists; but in private work there has not been any 
improvement. Now, I maintain this should not be so. When the British 
Medical Association met in Edinburgh I read a paper on this subject, 
urging that a labour should be conducted with the same care and precau- 
tions as a major surgical operation. When the paper was published there 
was a great outcry against my views from a certain section of the profes- 
sion, but my opinions are the same to-day, and I believe that the only way 
to prevent puerperal infection is by adopting proper surgical principles in 
the conducting of labour. 

The attendant should be as careful about sterilising his hands and arms 
as he would be in doing an abdominal section, and he should never make 
an exainination without sterilising his hands. Greasy lubricants for the 
fingers are a source of danger, and should not be used. As regards the 
patients, it has been amply proved that the vagina is, with few exceptions, 
sterile; but the external genitals are always septic, and in most cases 
extremely so. The external genitals must, therefore, be thoroughly 
cleansed, and this should always be done before any internal examination 
is made. I do not mean to say that the external genitals can be rendered 
absolutely aseptic, but that is no reason why they should not be thoroughly 
cleansed. This is a point of great importance, and it is one to which very 
little attention is paid. Among the poor the bed is generally in anything 
but a clean condition, but it is wonderful how much protection can be 
gained by the use of layers of paper. Dr. Chalmers has spoken about the 
supplying of aseptic lying-in outfits to poor people as is done in Germany. 
This, I am afraid, we cannot hope for, as I am sorry to say that at the 
present time the directors of the Glasgow Maternity Hospital are contem- 
plating shutting up a large number of the beds in the institution unless 
funds are quickly forthcoming. The Corporation might apply some of that 
mysterious fund known as the Common Good for this purpose. 

When instruments have to be used they should be thoroughly sterilised. 
This is very often done by sticking the blades of the forceps into a kettle 
or pot, and boiling them. The shanks and handles are not sterilised at all, 
and if such instruments are used they are in sense aseptic. The whole 
instruments must be boiled, or, if they are sterilised by soaking them in an 
antiseptic solution for half an hour or so, they must be completely covered. 

The labour should be conducted with as little interference as possible, 
and with the minimum internal examinations. Abdominal palpation 
should always be used, but vaginal examinations cannot be omitted, and 
no danger is incurred if proper aseptic precautions are taken. The labour 
should be left to nature, so long as there are no indications for interference 
on the part of either the mother or the child. When interference is 
necessary the greatest care must be taken to injure the soft parts as little 
as possible; and if any tearing occurs, the wound or wounds should be 
stitched. Another point of great importance is to empty the uterus 
thoroughly. 

During the puerperium the care of the patient is in the hands of the 
nurse, but the doctor is still responsible. Absolute cleanliness is necessary, 
and a trained nurse should be able to see to this; but if an untrained 
woman is in charge, she should be instructed to wash her hands thoroughly 
before she touches the patient, and she should be told what to use for 
cleansing purposes. There is one surgical principle which is often over- 
looked, viz., free drainage. If the patient is kept on her back, and a 
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bedpan is used when urine is passed, or the bowels are moved, the lochial 
discharge will tend to remain stagnant in the posterior fornix, and it is 
very liable to become infected. To prevent this the patient should be 
allowed to rise on her hands and knees when she empties her bladder, and 
when the bowels are moved she should sit upon the utensil, if she is 
strong enough, and as soon as possible she should have her shoulders 
raised. In the hospital we raise the upper end of the bed on high blocks, 
and get drainage in this way. Of course, allowing the patient up on the 
second and third day will get effectual drainage; but I, for one, do not 
approve of this. 

In conclusion, I would again assert that puerperal fever can and ought 
to be prevented. It has been banished almost entirely from our hospitals, 
and there is no reason why the same should not be true of private work. 


GLASGOW OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 
Meeting VII.—27 March 1912. 
The President, Dr. A. W. Russei., in the Chair. 


I.—FRESH SPECIMENS. 

1. Dr. Russet: Two specimens of submucous fibroid. 

2. Dr. STARK: (a) Uterine fibroid and ovarian fibroma; (b) pregnant 
uterus (beginning of fourth month) with fibroid tumour; (c) parovarian 
cyst; (d) fibroadenoma in ovarian cyst. 

3. Dr. BALFouR MARSHAL, showed a series of uterine fibroids. 

4. Professor Munro KERR: Uterine fibroid, with gall-stones removed at 
time of operation. 

5. Dr. W. D. MACFARLANE, Jun.: (a) Melanotic sarcoma of clitoris; (b) 
missed abortion (two specimens) ; (c) three specimens of uterine fibroids ; 
(d) carcinoma of cervix (panhysterectomy) ; (e) three cases of tubal preg- 
nancy; (f) double pyosalpinx; (g) ovarian cyst with normal pregnancy 
(simulating ectopic gestation) ; (h) ovarian fibroid; (i) parovarian cyst. 


II.—ADJOURNED DISCUSSION ON PUERPERAL INFECTION. 
I. By D. G. BaLrour 


Dr. BaLFouR MARSHALL said that the majority of febrile conditions 
during the puerperium were due to sepsis resulting from the infection of the 
wounds in the utero-vaginal canal by various micro-organisms usually 
introduced from without. The term puerperal fever should be abolished 
in favour of puerperal infection or sepsis, and as there were numerous 
clinical varieties of puerperal sepsis, local and general, these should be 
defined by their proper names, such as peritonitis, cellulitis, thrombo- 
phlebitis, examples of local conditions ; or sapreemia, septicaemia, pyaemia, 
where the infection was general. Both local and general conditions might, 
however, co-exist. 

The general practitioner was frequently blamed for puerperal sepsis, 
and the statement was made that sepsis could be abolished in private 
practice. 

The hospital obstetrician had practically abolished it in the maternity 
hospitals, but in private practice the surroundings of the parturient women 
were only too frequently anything but ideal. Some of the worst cases that 
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he had seen in consultation had never been examined, the labour being 
completed before the doctor’s arrival, so the practitioner was by no means 
always to blame, although there was no doubt that some of them conducted 
their work with such a disregard of the elementary principles of asepsis 
that it was difficult to understand, in the light of modern teaching, how 
they could do so. 

Dr. Jardine had stated that the vagina was, with few exceptions, sterile. 
Recent accurate culture methods had demonstrated that pyogenic strepto- 
cocci, bacterium coli commune, and other organisms were not infrequently 
present in healthy pregnant women, especially in the lower part of the 
vagina, and organisms might even be found in the lower part of the cervical 
canal, especially if lacerations or erosions were present. There was, of 
course, general acknowledgment that the vulva swarmed with various 
germs. This showed the importance of the thorough cleansing of the 
vulva before every vaginal examination, and though it was not usual to 
cleanse the vagina, the fact that germs might be present in that canal 
showed the necessity of limiting vaginal examinations to one or at most 
two in a normal labour. 

A factor that was apt to be overlooked in accounting for the presence 
of pathogenic organisms in the vagina was the indulging of coitus up to 
the end of pregnancy, a danger against which hundreds should be warned. 

He had come across cases where husbands were so devoid of any feeling 
of decency as to indulge in marital relationship during the first week of 
the puerperium causing heemorrhage and sepsis. 

After referring to the numerous sources by which puerperal sepsis could 
be carried to the uterus, Dr. Marshall discussed certain points in prophy- 
laxis and treatment. 

During pregnancy the resisting power of the patient should be improved 
by nourishing food, open-air exercise, and by living in well ventilated 
rooms. The kidneys should be well flushed, and thorough daily evacuation 
of the bowels should be ensured, especially towards the last weeks of 
pregnancy. Iron tonics should be prescribed for ancemic women. 

If the practitioner would only realise that a case of labour should be 
conducted with the same care and the same regard as to asepsis and anti- 
sepsis in himself, nurse, assistants, and surroundings as a surgeon con- 
ducts a laparotomy, then there would be an enormous reduction in the 
number of cases of puerperal sepsis, if not their entire abolition. 

There was no reason why the hand should not be introduced into the 
uterus with the same impunity that an abdominal surgeon explored the 
peritoneal cavity. To ensure this safety the whole lower genital tract 
should be made as aseptic as possible before intrauterine manipulations 
were carried out. 

After labour all peritoneal tears should be sutured, however trivial they 
might appear. 

While he did not advocate early rising he regarded drainage as of great 
importance, and to ensure this patients should from the third day or 
earlier lie with the shoulders well raised, i.e., in a modified Fowler position. 

Vaginal douching was generally condemned, but recently Burckhardt 
and Kolb had advocated its use, having found in a series of cases that the 
douching reduced the morbidity. While this might be the case in skilled 
hands, Dr. Marshall still considered indiscriminate douching as fraught 
with danger, judging by cases of sepsis which could only be blamed on 
this procedure. 
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As regards treatment of septicaemia and pyzemia there were only one 
or two points he would like to refer to, as previous speakers had already 
covered the ground. 

He had not been convinced that there was any value in either antistrep- 
tococci or polyvalent serum, and if used, the serum should only be tried 
in the early stages of the disease, and not repeated if no benefit resulted 
from the first injection. Stock vaccines were apparently worthless. An 
autogenous vaccine might be of great value, but unfortunately it took too 
long to prepare to be ready in time for treating acute cases. 

Hysterectomy was not justified, and was useless in septicaemia, as the 
organisms had already entered the blood stream. In septic thrombo- 
phlebitis the affected pelvic veins had been ligated with good results in 
some cases, but as yet it was difficult to say when the operation was 
justifiable, although Blair Bell, with the experience of one successful case, 
inclined to the belief that this operation would become a routine one. 

In conclusion, Dr. Marshall referred to gonorrhcea as a cause of puer- 
peral mischief. This disease existing during pregnancy became more 
active during the puerperium, and a characteristic feature was the late 
onset of the symptoms, it might be not till the patient had left her bed, 
i.e., after the tenth day. 

Should the symptoms appear early in the puerperium, which might be 
the case, and suspicion not be aroused owing to the absence of ophthalmia 
in the child, it might be difficult or impossible to distinguish gonorrhoeal 
infection from sepsis due to pyogenic organisms, as gonococci were difficult 
to detect in the lochia. 


II. By Dr. W. D. MACFARLANE, JUN. 


The question of puerperal sepsis being an infectious disease in the 
category of diseases similar to scarlet fever was not to be entertained— 
the condition was a wound infection at some point of the parturient tract. 
Certainly rashes of a scarlatinaform appearance were seen in puerperal 
infection, but these were not scarlet fever, as one speaker had suggested. 
He had seen some cases of undoubted scarlet fever occurring during the 
puerperium, but there were cases of undoubted scarlet fever amongst 
inmates of the house at the time of delivery; the outlook in these cases 
was bad. 

Prevention of puerperal infection was the important point to be aimed 
at—as perfect asepsis on the part of attendants as possible, the minimum 
of interference, and the more careful practical training of the midwife and 
medical student were the essentials. It had been said that practitioners of 
the old school were not so well acquainted with the aseptic midwifery of 
to-day in the same way that young graduates were; his experience was 
that the older the practitioner in attendance the risk of infection and injury 
to the patient was markedly lessened. 

Greater facilities for the practice of obstetric operations should be given 
to the student while attending the Maternity Hospital; under the guidance 
of his teacher he should be taught the application of forceps and the 
delivery of the child on the cases in hospital, and not be required to have 
his first forceps case when going as an assistant in general practice with 
probably no one to help and guide him. Inexperience and hurry in 
delivery were two elements of the greatest danger to the patient. His 
experience entirely confirmed the remark that in country practice one saw 
less of puerperal infection; there was not the same rush and hurry as in 
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city practice, and, consequently, less interference with the natural pro- 
cesses of labour. 

During the past few years he had used polyvalent sera in twenty-five 
cases of puerperal sepsis, and in only two cases had he seen unquestionable 
benefit. The case which seemed to be greatly helped was one of acute 
puerperal infection, with an endocardial lesion, marked rigors, etc. Here 
three injections of large doses of Parke, Davis’s polyvalent antistreptococcic 
serum were used. The other case was one of acute sepsis, without marked 
local symptoms; there were repeated rigors, and after each injection the 
condition of the patient improved. Both these cases eventually made good 
recoveries. 

The other cases, most of them seen several days after injection, received 
no benefit. Probably the use of any serum would have been unavailing 
considering the injury to the parts. 

He had not always had cultures made of the secretions, as time was an 
important element, the patients being desperately ill. He had always used 
a polyvalent serum. In six cases where the secretion had been examined 
the injection was a mixed one, the antistreptococcic immensely predo- 
minating. In three cases antistreptococcic serum had no effect on the 
patients’ wellbeing. 

He agreed that gonococcal infection appeared, as a rule, late in the 
puerperium; two such cases had occurred recently in his practice. The 
prognosis was good compared with other forms of infection, and should be 
treated expectantly, dealing at a future date with pus tubes if required. 
Surgical treatment had a limited field of usefulness. General peritonitis 
with effusion should be treated by drainage and the Fowler position. 
Hysterectomy, as a rule, was useless unless undertaken early in the 
disease, and the proper case was difficult of selection. He had opened the 
peritoneal cavity and drained, with good results, per vaginam; also, the 
case of the two pus tubes from a puerperal infection which he had shown 
to-night had made a good recovery by waiting for six weeks, and then 
performing a laparotomy with double salpingo-odphorectomy. 

As regards puerperal septic thrombophlebitis, which manifested itself 
somewhat late in the puerperium by repeated rigors, he did not share the 
opinion of one of the speakers that surgical interference was useless. In 
one case he had, on the fourteenth day of the puerperium, performed 
laparotomy and removed thrombosed vessels from the broad ligament, the 
mischief being localised there. The result of the operation was extremely 
satisfactory, the rigors ceasing, temperature gradually falling, and the 
recovery, though slow, eventually good. More attention should be devoted 
to the surgical treatment of this class of puerperal infection. 


III. By Dr. Munro CAMPBELL. 

Dr. Munro Campbell said that puerperal fever, so-called, was always 
puerperal sepsis. But only a small proportion of cases, one-third at most, 
was probably due to streptococci or staphylococci. Frequently the 
organism was bacillus coli or the gonococcus. Williams, in forty con- 
secutive cases, found only eight due to streptococci and three to staphylo- 
cocci; six were due to bacillus coli, and in eleven cases no organism could 
be discovered. 

The examination of the patient in labour must be conducted with 
considerable aseptic care. Indiarubber gloves were useful, and must always 
be sterilised on the spot. But it was more important for the doctor never to 
handle ‘‘ dirty ”’ cases of any kind without gloves than to examine ‘‘clean”’ 
ones with gloves. 
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In every case of fever after labour the safest rule was for the doctor to 
hold himself guilty of septic infection till he was proved innocent. In 
every case of fever after labour it was wise to call it sepsis and treat it as 
that, rather than attribute it to chill, influenza, or other useful subterfuge. 

In treatment, polyvalent antistreptococcic serum was certainly some- 
times useful, but the discharges and blood must be examined. 

IV. By Dr. WILi1AmM RITCHIE. 

Dr. William Ritchie said that the discussion on puerperal sepsis had 
been of great academic interest, but what were the practical suggestions 
of the contributors which would in any way diminish the prevalence of 
this undoubtedly preventable disease? They were—an appeal from Dr. 
Chalmers to the Society to assist in having the Midwives Act made 
applicable to Scotland, and to provide proper equipment for parturient 
women ; the advocacy by another speaker of the use of rubber gloves; and, 
lastly, by many speakers, that the student should receive more clinical 
instruction than at present. If all these proposals were carried out there 
would still be puerperal sepsis. The Midwives Act, the provision of 
equipment, and the use of rubber gloves would to a certain extent help, 
but the extra instruction to students, though very necessary, was regarded 
with exaggerated importance. 

Most of the speakers maintained that if the medical student was taught 
the asepsis of midwifery as thoroughly as he is taught the asepsis of 
surgery, the reduction in the amount of puerperal sepsis would be very 
great. This he did not accept, because those members of the profession, 
and he believed they were comparatively few, who were careless of their 
asepsis in midwifery were equally careless of their surgical asepsis, even 
although they were properly instructed in that branch of their work. 

The question of the abolition of puerpéral sepsis was an economic one. 
Till men were doing midwifery, and midwifery alone, we would still have 
puerperal sepsis with us. He knew of a case of puerperal sepsis which 
occurred in the practice of a well-known obstetrician and gynzecologist, the 
labour occurring a few days after he had operated on a bad pyosalpinx. 
If puerperal sepsis was to be abolished gynzecologists should not be 
obstetricians, nor should general practitioners. How could a _ general 
practitioner be expected to adopt the advice of Dr. Jardine, to ‘‘ leave 
labour to nature so long as there are no indications for interference,’ if 
he had a score of visits daily and about two hundred confinements yearly ? 
And how could he avoid having puerperal sepsis in his practice when he 
was constantly attending septic surgical cases? When the medical millen- 
nium arrives no man who did obstetrical practice would engage in any 
other. This might be Utopian, but until such conditions prevailed we 
would still be lamenting the prevalence of puerperal sepsis. 

V. By Dr. A. W. RUSSELL. 

The President, in concluding the discussion, said that the Society was 
indebted to Dr. Johnston, and also to Dr. Chalmers, for attending at the 
invitation of the Council to give their experiences and views of puerperal 
sepsis from their special standpoints. Some interesting practical points 
had emerged, both from their communications and from the views expressed 
by all the others who had taken part in the discussion. As there was no 
time left to formulate any definite line of action that the Society might 
adopt as a practical outcome of the whole discussion, Dr. Russell proposed 
that it be remitted to the Council to consider this, and report to a future 
meeting. 
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A meeting of the Society was held on May 22nd, the President, Dr. A. 
W. RUSSELL, in the chair. 

The following fresh specimens were shown :— 

Dr. RussELi,: Gidematous ovary attached to an ectopic pregnancy. 

Uterus removed a year after utriculoplasty had been performed, for 
recurrence of symptoms. 

Fibroid uterus (vaginal hysterectomy). 

Uterus showing fibrosis. 

Dr. W. D. MACFARLANE, Jun.: Fibroid uterus with cystic degeneration. 

Tuberculous tube and ovary. 

Dy. SHANNON: Fibroid uterus. 

Suppurating dermoid cyst. 

Dr. McILRoy showed microscopic sections of a graft of ovarian tissue 
to side of uterus, showing that there is no uterine atrophy five weeks after 
removal of the ovaries. 

Dr. RussELt, read a paper on Chronic ovarian pain as illustrated by a 
case finally treated by dophorectomy. 

His patient was 37 years of age, and she had a healthy child 10 years 
old. Subsequently she had two miscarriages and was curetted after the 
first but not after the second. She had abdominal pain and ill-health 
which were assigned to these incidents. Tamponage douching, pessaries, 
applications of iodine, holidays in the country, etc., were tried with no 
beneficial result. No gross pelvic lesion could be made out on examination. 
There was extreme pain and tenderness over the ovarian regions. Nothing 
further was discovered by an examination under an anzesthetic. Her 
condition was so serious that a radical operation was performed. The 
ovaries showed a condition of cystic sclerosis. It is now three years after 
the operation and the patient is quite well. Such cases seldom respond to 
medical treatment, though this should be tried. 

Dr. NIGEL STARK advised caution in removal of the ovaries. 

Dr. SHANNON always tried prolonged medical treatment first. 

Dr. Macrar.ANE stated that in 180 cases in which he had performed 
dophorectomy, 85 per cent. state they are quite cured. 

Dr. Durr pointed out that it must not be forgotten that constipation 
caused pain over the ovarian region. 

Dr. W. D. MACFARLANE, Jun., read notes on a case of Pyelitis compli- 
cating pregnancy. 

The patient from early in pregnancy complained of pain in the back 
and vomiting lasting all day. Four weeks ago, when patient was 4} 
months pregnant, the condition became more severe. She was then 
admitted to hospital with a pulse of 120, temperature 100, and a consider- 
able amount of pus in the urine. This was found to contain B. coli and 
B. grunthal. Vaccine treatment was tried without any good result, and 
as the patient was getting worse, the uterus was emptied. The progress 
thereafter was good. 

Dr. Macfarlane was of opinion that vaccine treatment was useless in 
acute cases, but very good results were obtained in those which were not 
acute. Over 70 per cent. of such cases go on to full term, and the risk of 
infection was slight. 
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REVIEWS OF RECENT BOOKS. 


OPERATIVE OxsTETRICS. By Edward P. Davis, A.M., M.D., Professor of 
Obstetrics, Jefferson Medical College, Obstetrician to the Jefferson 
Hospital, etc., etc. London: W. B. Saunders. 8vo, pp. 483, with 264 
illustrations. Price 24/- net. 


In this volume Dr. Davis has given us the results of very wide reading 
added to his own clinical experience. Twenty-two pages are given to the 
surgery of the new-born, and includes such divergent subjects as bracheo- 
tomy and congenital lack of development. The remainder of the book is 
allotted to operative obstetrics, and it is refreshing to see the author 
includes the operative treatment of appendicitis in some detail. Indeed 
throughout the work a wide view of its scope is taken and its importance 
and gravity are certainly not minimised—for example, a special obstetric 
anesthetist should be employed who should apparently carry intravenous 
saline infusion apparatus and oxygen in addition to hypodermic syringes 
and the usual gags. Again we are told that the proper performance of 
breech extraction ‘‘ requires a good table or high bed, a competent anzes- 
thetist and skilled assistants. Breech cases require the services of several 
physicians, and should, if possible, be conducted in a hospital.’ 

Great praise must be given to the way the chapters are divided into 
sections and sub-sections so that any given subject can be rapidly referred 
to; the references to the literature are given at the end of each subject and 
are full and valuable. The chapter on pubiotomy gives an excellent 
analysis of published results and concludes with no less than eighty-two 
references in alphabetical order; these are given under the heading, 
‘ Bibliography of Symphyseotomy, Pubiotomy, Hebosteotomy,” and would 
be of the greatest use to anyone desirous of looking up the literature. 

The treatment advocated differs widely from that usually taught in this 
country and in some places one wonders if it is that usually accepted in 
America. As examples, may be given removal of the ovaries when perform- 
ing hysterectomy for ruptured uterus which is advised on p. 330, and again 
on page 355 showing that it is meant seriously. Again ‘‘ the most obvious 
indication for version is an abnormal position of the foetus which threatens 
rupture of the womb unless it is rectified’ is a statement which could 
easily lead to attempted version in neglected cases, and this danger is not 
wholly removed by a subsequent statement that if the stretching of the 
lower uterine segment is severe, embryotomy must be done. 

Ceesarean section is dealt with fully and the author’s own results in 
ninety-five cases are given. He advises eventration of the uterus before 
incision, and states that an assistant should control hemorrhage by 
grasping the broad ligaments or encircling the lower uterine segment with 
his hands before the uterus is cut. The illustrations are good throughout. 
The book is more suited to those requiring a book of reference than to the 
student or practitioner who require guidance in emergency. 
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